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orally and 


parenterally effective 


peripheral vasodilator 






in peripheral 
vascular 
disorders... 
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Virtually as effective by 

oral as by intravenous or 
intramuscular administration, 
this unusually potent 
vasodilator may be expected 
to induce cumulative 

benefits in both functional 
and obstructive peripheral 
vascular disorders. 


Supplied as Tablets of 25 mg., 

in bottles of 100 and 1000. 

Elixir, 25 mg. per 4 cc., 

bottles of 1 pint 

Multiple-dose vials, 10 ce., 
containing 25 mg’. per cc. 

Ciba Pharmaceutical Products, Ine., 
Summit, New Jersey 


Priseoline® hydrochloride 


(benzazoline hydrochloride Ciba) 
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to lower a hypertensive’s blood pressure 


It is desirable to 


1. reduce blood pressure to near-normal or 
normal levels 


2. alleviate hypertensive manifestations 


3. improve patient's condition even if blood 
pressure is not markedly altered. 


These objectives are now attainable with Methium 
-an “orally effective ganglionic blocking agent.””! 
The clinically significant drop in blood pressure 
usually results in disappearance of subjective 
symptoms such as headache, dizziness, fatigue, 
palpitation. 

Methium is indicated specifically in cases of 
severe hypertension unresponsive to the conven- 
tional therapy of bed rest and sedatives. Once 


a a st YY 





‘Methium @ 


lower blcod pressure levels are reached and main- 
tained, the slowly increased Methium dosage can 
usually be stabilized and benefits sustained for 
prolonged periods. 

Prior to treatment each hypertensive should 
be evaluated individually. Therapeutic response 
to Methium varies. It is a potent drug and should 
be used carefully. In the presence of complications 
such as impaired renal function, coronary artery 
disease and existing or threatened cerebral vas- 
cular accident, caution is particularly indicated. 
Complete instructions for prescribing Methium 
are available on request and should be consulted 
before using the drug. 

Methium is supplied in both 125 mg. and 
250 mg. scored tablets in bottles of 100 and 500. 
1. Grimson, K. S., et al.: J.A.M.A. 149:215 (May 17) 1952. 





CHLORIDE 


/ BRAND OF HEXAMETHONIUM CHLORIDE) 


WARNER-CHILCOTT 


xatoried 


NEW YORK 





The Premier Thyroid Product Exclusively Prepared 


OTHERMIC PROCESSING 


thyrar is the entirely new, bovine thyroid 
preparation with “isothermic processing” 


as the key to superior product uniform- 





eo ft W ity. Positive isothermic control at every 
Bp Outstanding Achievement step in manufacture and exclusive use 

—in- Glandular Product 
Control of bovine thyroid glands “quick-frozen” 


at the time of removal from the animal 


provide a new, whole-gland prepara- 


by tion of highest purity with distinct clinical 
y ra ¢ advantages. 
ARMOUR 


ADVANTAGES OF “thyrar 


e Greater uniformity 
e@ Complete efficacy of the whole gland 
@ Elimination of unwanted organic matter 


e Chemically assayed and biologically 
tested 





@ Standardized equivalent to Thyroid U.S.P, 





e Tasteless 


Revi GREK ad . 
au 
| e New, small-size offers greater patient 


convenience 


HOW SUPPLIED: Tablets of Y2, 1 and 2 grains 
in bottles of 100 and 1000. 





THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY © CHICAGO 11, ILLINOIS 
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vhandro 





vi-estandro 


(ethinyl estradiol and methyltestosterone) 


with aqueous multivitamins 





most potent androgen (methyltestosterone aqueous 
with aqueous multivitamins 





hormones 
with 














Anabolic, metabolic, nutritive stimulants 
for more effective therapy in the meno- 
pause and male climacteric and other con- 
ditions due to estrogenic and androgenic 
deficiency. Clinical experience has proved 
that optimal nutrition potentiating hor- 
monal therapy produces maximum results. 
In these new Funk products, potent hor- 
mones are bulwarked by the normally lipo- 
soluble vitamins A, D and E, made water 
soluble* for more rapid, more complete 
absorption and utilization... plus vitamin 
B,2 and other B complex factors, ascorbic 
acid. 





Detailed literature from: 











250 East 48rd St., New York 17, N.Y. 





each VI-ESTRYN** capsule provides: 


Ethinyl Estradiol . 0.02 mg. 
dl, Alpha Tocopheryl 

Gerace (E)" . «kw 5 mg. 
BONGO: ss «6 « © 6 1 mg. 
Vitamin Bi2 Pictou a “Totiaiet ies’ Ne 1 mcg. 
Thiamine Mononitrate (Bi) . . 5 mg. 
Ribotlavin (82) . . « «© 2 5 mg. 
NMigcinamige .-. 2. 2. 3 6 20 mg. 
Pyridoxine HCI (Be) . 0.5 mg. 
d, Calcium Pantothenate ui 5 mg. 


Vitamin A* (natural) . 5000 U.S.P. Units 
Vitamin D* (calciferol) . 500 U.S.P. Units 
Ascorbic Acid (C) 50 mg. 


*oil-soluble vitamins made water-soluble with sore- 


thytan esters; protected by U.S. Patent 2,417,299. 


**Trade Mark 


casimir funk laboratories, inc. 
affiliate of U. S. VITAMIN CORPORATION 





sodium restriction 
without 
malnutrition 








Protein deficiency may develop to a serious 

degree in patients on prolonged low-sodium 
diets, since the foods high in animal protein 
(e.g., meat, eggs, milk and cheese) are high 
in sodium also. Lonalac® safeguards protein 


adequacy of the low-sodium diet by supplying 


_ the protein equivalent of milk, with a 


negligible amount of sodium. 


Lonalac is easily reconstituted with water 
. . combines well with other foods to 
provide varied and nutritionally adequate 
iets containing as little as 200 mg. sodium. 


Flexible low-sodium diet outlines with 
Lonalac recipes are available on request. 








Lonalac 
MEAD JOHNSON & COMPANY MEAD mo 


Evansville 21, Ind., U.S.A. 
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Natural bile acids 
help restore 


natural biliary function 


@ ‘Bilron’ contains natural conjugated 
bile acids combined with iron. 


@ ‘Bilron’—a potent, true choleretic— 
produces bile of natural composition and 
consistency. 

@ ‘Bilron’ is chemically enteric. It is sol- 
uble in the alkalinity of the intestine, 
where bile is normally released. 


Eli Lilly and Company 


Indianapolis 6, Indiana, U.S. A. 


‘Bilron’ is indicated in gall-bladder-type 





indigestion, constipation, biliary 


dyskinesia, and following cholecystectomy. 


\ 


(IRON BILE SALTS, LILLY) 
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BLAND...WELL-TOLERATED 
COMPLETE CARBOHYDRATE 


in the diet of the senior citizen 





For the normal aged ... the bulk of the recom- 
mended liberal intake of carbohydrates should be bland 
and non-irritating. An ideal way to supply a portion of the 
daily carbohydrate needs, or to increase calories ... and 
be confident of blandness and tolerability ...is to use 
Karo Syrup as a milk additive... or as a sweetener for 
cereals and fruits. 

There are three kinds of Karo Syrup: light (Red 
Label); dark (Blue Label); and maple-y (Green Label). 


KARO Syrup is a balanced mixture of dextrins, maltose, dextrose 
Karo is a palatable non-residue food ...easily digested 
and tolerated; it produces little fermentation in the intesti- 
nal tract, and no irritation. The intermediate sugars are 
absorbed at different levels of the intestinal tract without 
flooding it with excessive sugar at any level. Karo is hypo- 
allergenic. It has a very low sodium residue, less than 14 of 
1%. Prescribe Karo with confidence for any age. 


Medical Division 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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Looking forward 


Coming in the April issue... 
a symposium on physical rehabilitation in geriatrics 


AWWW WVBBBBBQBBBBBBBBBBBBBBBBBBBBeBeBeBEBEBRBEBBEBEE 


Clinical Problems in Geriatric Re- 
habilitation are discussed by Dr. 
Michael M. Dacso, director of physi- 
cal medicine and rehabilitation at 
Goldwater Memorial Hospital, New 
York City. He describes, treatment 
measures for hemiplegia, osteoar- 
thritis, hip fractures, amputations, 
neuromuscular diseases and other 
handicapping conditions. A system 
of charting the patient’s progress in 
performing essential everyday activi- 
ties is suggested. The author empha- 
sizes that restoration to the fullest 
physical, mental, social, economic 
and vocational usefulness calls for a 
geriatric clinic offering medical and 
surgical services, rehabilitation fa- 
cilities, nutritional consultation, psy- 
chosocial service, and vocational and 
employment counselling. 


Since almost all such patients have 
have some mental changes either 
temporary or permanent, Retraining 
of the Elderly Hemiplegic should be 
directed to the psychological as well 
as the physical condition, according 
to Dr. Marjory Warren, physician in 
charge of the geriatric unit, West 
Middlesex Hospital, Isleworth, Eng- 
land. Reassurance to prevent mental 
anxiety and encouragement of the 
patient’s morale will aid in progress 
of physical treatment. The latter 
should endeavor to avoid malposi- 
tions and contractures of limbs, pres- 
sure sores and chest infections, and 
to restore maximum function to af- 
ford the patient independence and 
ability to live with his residual disa- 
bility. 


A conservative method of Rehabili- 
tation in Malum Coxae Senilis is pre- 
sented by Dr. Aladar Farkas, as- 
sistant clinical professor of orthope- 
dic surgery at New York Medical 
College, following a critical review 
of the shortcomings of various sur- 
gical methods. Treatment consists of 
permanent elevation of the foot of 
the bed to relieve flexion contracture 
of the hip; use of an elastic brace en- 
veloping the pelvis and thigh which 
provides support and mitigates pain 
by reducing edema and venous con- 
gestion around the joint; daily exer- 
cises to restore mobility; and built- 
up shoes and arch supports to com- 
pensate for shortening of the limb. 


An institutional program of Physical 
Restoration of the Chronically Ill and 
Aged is described by Dr. Murray B. 
Ferderber, assistant professor of 
physical medicine at the University 
of Pittsburgh, and his co-workers in 
the Allegheny County Institution 
District, Dr. Alfred C. Kraft and Dr. 
Gerard P. Hamill. Their success in 
establishing modern physical reha- 
bilitation techniques in a county hos- 
pital program is reflected in a report 
of a large series of physically dete- 
riorated patients, two-thirds of them 
over 50, of whom 34 per cent were 
returned to home and/or job and 38 
per cent were made ambulatory with- 
in the institution. 
e 

For these and other articles, reviews, 
abstracts and special features, read 
every issue of Geriatrics. 
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DECHOLIN 


normalizes intestinal function 


in elderly, constipated patients 


A recent study! reports constipation in 50 per cent of 133 patients 
over 60 years of age. Discussing treatment, the authors note that: 


“A tendency to hard, firm stools may be over- 
come by producing the normal laxative for 
the digestive tract, namely bile... with dehy- 
drocholic acid... .”! 


“Constipation also is an added strain [in 
hepatic cirrhosis] and should be treated with 
mild laxatives. Bile acids are preferable to bile 
salts because they .. . decrease the viscosity of 
bile. Dehydrocholic acid may be used, 3 to 5 
grains (0.20 to 0.30 gm.) three times a day.” 


Decholin Tablets 

(dehydrocholic acid, AMES), 1. Portis, S. A., and King, J. C.: 
3% gr. (0.25 Gm.), bottles J.A.M.A. 148:1073, 1952. 

of 100, 500, 1000 and 5000. 2. Portis, S. A., and Weinberg, 


S.: J.A.M.A. 149:1265, 1952. 


AMES 


COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 














Introducing 


a new 





Valentine product... 


for more effective control of gastric hyperacidity. 
Particularly indicated in peptic ulcer, “heartburn” of pregnancy, gastric 


hypermotility, chronic dyspepsia and other functional indigestions. 


VALENTINE 


A combination of dihydroxy aluminum aminoacetate, 
N.N.R., sodium carboxymethylcellulose and glycine. 


e acts almost immediately to give prompt relief 
from gastric distress 





© maintains a desirable pH of gastric contents for 
hours with no depression of peptic activity 


e produces neither secondary acid rise nor 
systemic alkalosis 





e provides a mild, physiologic corrective of 


F VAM coaam anes, onc 


aaa constipation 
Supplied in bottles of . easily and acceptably administered in tablets 
100 and 1000 tablets. which require no chewing 


VALENTINE COMPANY, INC. 
Richmond 9, Virginia 
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CAPSULES CHLORAL HYDRATE - Felons 


ODORLESS * NON-BARBITURATE °¢ TASTELESS 


Darilme SEDATION 334 gr. (0.25 Gm.) BLUE and WHITE 
. CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 

3% gr. DOSAGE: One 3% gr. capsule three 
times a day after meals. 


HANGOVER 


7'/2 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. “Chloral Hydrate produces 
a normal type of sleep, and is 
rarely followed by hangover.”* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
HYDRATE — Fellows Reflexes are not abolished, and the 
3% gr. (0.25 Gm.) , Lo, : patient can be easily and completely 
BLUE and WHITE : SS 7/2 gr. aroused .. . awakens refreshed.”** 


CAPSULES 
bottles of 24's DOSAGE: One to two 72 gr., or two to 


100’s H AN GOVE R ; four 3% gr. capsules at bedtime. 


7¥2 gr. (0.5 Gm.) 
BLUE CAPSULES 


bottles of 50’s 


AVAILABLE: 
CAPSULES CHLORAL 






EXCRETION—Rapid and complete, therefore 
no depressant after-effects.”* 


Professional samples and literature on request 


recbice bevel tard gh cord pharmaceuticals since 1866 
‘ ealicals 32 Christopher St., New York 14, N. Y. 


1. Hyman, T: An — tated Practice of Medicine ie 

2. Rehfuss, "7 R. _ al: A gly in Practical Therapeutics (1! Mee] 

3. Goodman, L., i A.: The Pharmacological Basis 
Therapeutics’ (1941), 22nd printing, 1953. 

4. Soliman, A Manual of Pharmacology, 7th 6, (1948), 

and vestel Drugs, Tath ed. (1947) 
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Meat... 


and the Weight Reduction Diet 
in Cardiac Disease 


The important relationship between obesity and the outlook in cardiac 
disease and hypertension is vividly emphasized in a recent publication of The 
American Heart Association.* 


For reasons not entirely understood at present, “heart disease and high 
blood pressure are more common in overweight persons than in those of 
desirable weight.”” The predisposition to atherosclerosis in obesity and the 
increased physical burden of carrying excess weight are undoubtedly con- 
tributing factors. Hence, as this publication points out, weight reduction is 
the first line of defense in decreasing the incidence of cardiac disease, and in 
improving the prognosis after cardiac disease or hypertension has developed. 


Meat occupies a prominent position in the weight reduction diets out- 
lined in this American Heart Association booklet. This recommendation is 
in sharp contrast to the erroneous belief held in former years that meat is 
harmful in hypertension or cardiac disease. “There is no evidence that red 
meat or any other form of protein in moderation has any adverse influence 
on blood pressure.” 


The magic formula for reducing is simply ‘“‘Eat less.”” Two types of diets 
are outlined. One “allows moderate amounts of meat and other proteins, 
small amounts of fat and moderate amounts of carbohydrates.”” The other 
is “high in protein with plenty of meat, eggs and cheese, moderate in fat and 
low in carbohydrates.”” Diet No. 1 provides 70 Gm. of protein, 60 Gm. of 
fat, and 120 Gm. of carbohydrate; caloric yield, 1,300. Diet No. 2 provides 
100 Gm. of protein, 80 Gm. of fat, and 60 Gm. of carbohydrate; caloric 
yield, 1,360. 


The inclusion of generous amounts of meat in these diets—12 to 16 
ounces of cooked meat or two substantial servings each day in Diet No. 2— 
is a reflection of the important role meat plays in any weight reduction regi- 
men. It is generously included because of its high content of protein of excel- 
lent biologic value and because lean meat contains unobjectionably small 
amounts of fat. 


*Food For Your Heart, a Manual for Patient and Physician, Department of Nutrition, Harvard 
School of Public Health, Harvard University, The American Heart Association, Inc., New York, 
1952. Copies available through local Heart Association. 


The Seal of Acceptance denotes that the nutritional state-  @gccer@ 
ments made in this advertisement are acceptable to the Council ‘Es y 


FO00S AND )> 


on Foods and Nutrition of the American Medical Association. =NQQMD: 


—s 
* wtovcan a 


American Meat Institute 
Main Office, Chicago . .. Members Throughout the United States 
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Synthroid” 


(sodium L-thyroxine ) 


Tablets 


* Trademark 


TRAVENOL LABORATORIES, INC. 


Subsidiary of Baxter Laboratories, Inc. 
Morton Grove, Illinois 


.for the 


effective treatment of 
Thyroid 
Deficiencies 


100 TABLETS CAT. Ne $12) 


Synthroid 


Sodium t-Thyroxine 





The activity of 0.2 mg. of Synthroid 
is equivalent to approximetely 
} grain thyroid US. P 


TRAVENOL Las 
NORTON Ob 


Synthroid Tablets are made 
from pure sodium L-thyroxine, a 
drug of definite chemical compo- 
sition and exact physical charac- 
teristics. Prepared synthetically, 
sodium L-thyroxine is free from 


Impurities and inactive material, 


and does not require biological 
standardization. All batches are 
identical, and the active principle 
of the tablets is measured accu- 
rately by weight. SYNTHROID 
TABLETS are tasteless, odorless. 
Offered in bottles of 100 in two 
strengths, 0.1 mg. and 0.2 mg., 
SYNTHROID TABLETS are scored 
to permit adjustment of dosage 
in increments of 0.05 mg. 
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The laboratories of G. D. Searle & Co., 
after continued research in anticholin- 
ergic agents, now introduce a new and 
improved drug for use in the treatment 
of peptic ulcer, intestinal hypermotility 
and other parasympathotonic condi- 
tions, in its recently perfected Pro- 
Banthine. 

Because of its high potency and greater 
specificity, Pro-Banthine permits smaller 
dosage. In a dosage of one tablet (15 mg.) 


"Brand of Propantheline Bromide. Trademark of G. D. Searle & Co. 





Cross section of active duodenal ulcer. 5 


Searle Introduces Pro-Banthine’ 


Smaller dosage, better taste, fewer side effects in new product 













with meals and two tablets at bedtime, 
mimimal side effects may be expected. 

Pro-Banthine has a neural inhibiting 
effect on both the sympathetic and para- 
sympathetic ganglia as well as an atro- 
pine-like action on the postganglionic 
nerve endings of the parasympathetic 
system. 

Provided in oral dosage form—15 mg. 
sugar-coated tablets. 


SEARLE Research in the Service of Medicine 
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armatinic cczivcez 


FOR COMPREHENSIVE ANTIANEMIA THERAPY 


armatinic seca 


FOR THE PATIENT WHO DOES NOT TOLERATE !RON 


Effective potencies of all hemopoietic 
factors are supplied in Armatinic 
Capsulettes for comprehensive 
antianemia therapy. 


The additive influence of the intrinsic 
factor—desiccated duodenum—has a 
marked stimulating hemopoietic 

effect. According to recent research, 
orally ingested vitamin B)2 has an 
antianemia efficacy similar to that of 
injectable B)2 preparations when 
activated and potentiated by 
desiccated duodenum.'4 Moreover, 
folic acid has been shown to be one of 
the most active vitamin By2 
potentiators.°- 

Armatinic Activated may be used in 
either the macrocytic or microcytic 
anemias (except in the initial treatment 
of pernicious anemia), whereas 
Armatinic Special fulfills a unique 


ARMATINIC ARMATINIC requirement for the macrocytic anemia 
ACTIVATED SPECIAL patient in supplying the most potent 
Capsulettes COMPOSITION Capsulettes activated hemopoietic factors 

200 mg. _‘ Ferrous Sulfate No Iron Salt a ; 

Sateadel without iron. 
10 meg. *Crystamin 10 meg. 
Iimg. — Folic Acid 1 mg. References: (1) Holl, B. E.: Brit. Med J. 2: 585-589, 1950, (2) Bethell, 
50 mg. Ascorbic Acid (Vitamin () 50 mg. F_H.: Univ. Hosp. Bull., Ann Arbor 15: 49, 1949; (3) Bethel, F H., 


350 mg. tLiver Fraction II 
(N. F.) with Desiccated 


et al. Ann. Int. Med. 35: 518-528, 1951; (4) Spies, T. D.: J.A.M.A. 
145. 66-71, 1951, (5) May, C. D: Am. J. Dis. Child. 80: 2, 1950, 
(6) Luhley, A. L., and Wheeler, W. E.: Health Center J (Ohio St. 


Duodenum 350 mg Univ.) 3. 1, 1949, (7) Reisner, E. H., and Weiner, L.: Bull. New York 
*The Armour Laboratories Brand of Crystal- Acad. Med. 27: 391, 1951, (8) Griffenhagen, G. B., and De Guia, 
line Biz E. F.: J. Am. Pharm. Assn., Se. Ed 41: 181-184, 1952; (9) Diez, Rivas, 
tThe liver is partially digested with duodenum F., Morales, F H., and Meyer. L M. Ann Int Med 36 1076, 1952. 


during manufacture. 
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Fo. upper 
recounilow 


Lupeclions — 


a more soluble, single sulfonamide 
with a wider antibacterial 
spectrum. No need for 

alkalies — no record of renal 


blocking... GANTRISIN”'ROCHE' 








bi 
“Kodlu 


NOW -- Gantrisin plus penicillin 


in a single tablet...Gantricillin”™ 


"Roche'...provides 0.5 Gm of this 
more sOluble, single sulfonamide 


and 100,000 units of penicillin, 
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de gustibus... 


By direct appeal to the palate, DIASAL enlists the willing cooperation 
of patients on low-sodium diets. Its exceptionally high 
taste-equivalence to table salt is matched by close resemblance 


Sa ER OLE 9 TEAS TSE INT LEED ET EL TI PEL AICTE 


in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 
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potassium depletion which may accompany low-sodium dieting.” 


o 


° - . ¢ 
DIASAL -occcs: 


seasons food like salt safely 





& 


e 


packaging: availablé in 2-oz. shakers and 8-oz. bottles. 


® e 


Samples and low-sodium-diet sheets for your patients available on request to Professional Service Department. 


° 75 VARICK STREET, NEW YORK 13, N.Y. 
1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 


Am. Pract. & Digest Treat. 2:168, 1951. 
2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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Brighten Monotonous Low Sodium Diets 


A carefully prepared leaf- 
let for distribution to pa- 
tients on low sodium diets is 
available on request. Please 
state quantity desired. 


There is a psychic factor attached to sodium-free 
or low sodium diets which frequently proves emotionally 
disturbing for the patient. In many instances this factor 
is apt to vitiate the very aim of treatment. 

When salt must be denied the patient, the juice of 
fresh lemons—itself virtually sodium free—not only proves 
to be an acceptable seasoning agent at the table, but 
actually adds new interest to many foods. 

Its liberal use is to be recommended when sodium 
restriction is called for, since it adds zest and appetite 
appeal to otherwise drab and insipid dishes. 

Suggest that a plate of lemon wedges be placed on 
the table with every meal whenever you have to impose 
a low sodium diet. 

Sunkist Growers 
LOS ANGELES CALIFORNIA 


Sunkist 
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discovered in the Research Laoratories of 
Chas. Pfizer & Co., Inc.... clinically active 
' particularly against penicillin-resistant 


gram-positive pathogens... 





particularly effective against 


Experimental and clinical studies 
indicate Magnamycin is 
exceptionally well tolerated 

Now available 


Magnamycin Sugar Coated Tablets (100 mg.) 


Bottles of 25 and 100 


ANTIBIOTIC DIVISION 











| those gram-positive organisms 


often resistant to penicillin 











STAPHYLOCOCCI 
ENTEROCOCCI 
AND OTHER 
STREPTOCOCCI 


( BRAND OF CARBOMYCIN ) 


... active in vitro against other 

micro-organisms including: 
GONOCOCCI, PNEUMOCOCCI, MENINGOCOCC!I, HEMOPHILUS INFLUENZAE 
PLEUROPNEUMONIA-LIKE ORGANISMS 


CORYNEBACTERIA, ERYSIPELOTHRIX, LISTERIA 


CERTAIN RICKETTSIAL, VIRAL AND PROTOZOAN ORGANISMS 


Brooklyn 6, New York 

















THE TRUTH ABOUT 


FROZEN ORANGE JUICE 








Significant Dietary Advantages Of 
Fresh-Frozen Minute Maid Orange Juice 
Over Home-Squeezed Orange Juice 
Shown By Independent Research 


ECENT assays ' emphasize the nutritional 

superiority of reconstituted Minute Maid 
Fresh-Frozen Orange Juice over home-squeezed 
orange juice in three important respects: 


@. Average levels of natural ascor- 
bic acid were significantly higher 
in Minute Maid; 

b. Peel oil content was significantly 
lower in Minute Maid; 


¢. Bacterial counts were dramati- 
cally lower in Minute Maid. 


Two chief reasons for Minute Maid’s higher 
ascorbie acid content are advanced by quali- 
fied technical experts: 


First, oranges vary widely in ascorbic acid 
content due to differences in varieties, root- 
stocks, and exposure to sunshine during ripen- 
ing.? Thus, whole oranges, squeezed a few ata 
time in the home, provide a highly erratic source 
of Vitamin C. Yet because this vitamin is not 
well-stored in the body, optimum nutrition 
makes desirable a uniformly high intake. Each 
can of Minute Maid, however, represents the 
pooling of juice from hundreds of thousands of 
oranges; thus wide variations in nutrients 
from orange to orange tend to be eliminated. 


Second, because it is frozen, Minute Maid 
loses none of its ascorbic acid content during 
the time lag between producer and consumer.* 
Whole fruit, however, is subjected to varia- 
tions in temperature, and care in handling 
cannot be maintained throughout the journey 


from tree to table. Controlled laboratory tests 
have shown an average ascorbic acid loss of 
10.7% in whole oranges after 11 days under 
simulated storage and shipping conditions. 


Peel oil, previously shown to cause allergic 
response and poor tolerance, especially in in- 
fants,‘ is held to an arbitrary minimum in 
Minute Maid. Samples of home-squeezed juice 
expressed by typical housewives showed peel 
oil contents up to 700% higher than Minute 
Maid. 


Bacterial counts were found to be as high as 
350,000 per ml. in home-squeezed samples— 
but were uniformly low in Minute Maid. Tech- 
nicians ascribe this to the combination of rigid 
sanitary controls in the Minute Maid process 
and the low pH and low temperatures at which 
the juice is kept. In the case of home-squeezed 
juice, high bacterial counts are doubtless due 
to contamination from the exterior peel which 
is unknowingly added to the juice during 
preparation. 


In view of the above findings, more and more 
physicians now specify Minute Maid Fresh- 
Frozen Orange Juice in lieu of home-squeezed 
orange juice where optimum year-around in- 
take of natural Vitamin C is indicated. 


REFERENCES 


(1) Rakieten, M. L., et al., 
Journal of the American Dietet- 
ic Association, October, 1951. 
(2) U. S. Department of Agri- 
culture Technical Bulletin No. 
758, December, 1940. 
eeniacrane (3) Roy, W. R., and Russell, H. 
ORANGE E., Food Industries, Vol. 20, 
JUICE pp. 1764-1765 (1948). 

(4) Joslin, C. L., and Bradley, 
J. E., Journal of Pediatrics, 
Vol. 39, No. 8, pp. 325-329 
(1951). 





MINUTE MAID CORPORATION, 488 Madison Ave., New York 22, N. Y. 
Wallace R. Roy, Ph.D., Director of Research 
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rs f colds or 
Because BENYLIN EXPECTORANT allergy 


combines BENADRYL Hydrochloride — highly 
effective decongestant and antispasmodic — with 
established non-narcotic remedial agents, it provides 
rapid relief of cough. BENYLIN EXPECTORANT promotes patients’ 
comfort by liquefying mucous secretions, relaxing the bronchial 
musculature, soothing irritated mucosae and relieving nasal 
stuffiness, sneezing and lacrimation. Patients of all ages like 
its mildly tart, raspberry flavor. 
DOSAGE: One or two teaspoonfuls every two to three hours. 


Children, one-half to one teaspoonful every three hours. 
Supplied in 16-ounce and 1- gallon bottles. 
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NUMOTIZINE 


—for the welcome relief it offers 
in an acute arthritis flare-up, 

a bronchitis with painful coughing, 
a low-back pain after exercise, 

or a painful contusion 


NUMOTIZINE is easy to apply. 

A single application brings 
prolonged comfort, lasting eight 
hours or more. 


Employed adjunctively to the use of 
antibiotics and chemotherapeutic 
agents, NUMOTIZINE keeps the 
patient comfortable while the 
disease process is under attack. 
FORMULA | 


Guaiacol ! 
Beechwood Creosote.............00: 13.02 
Methyl Salicylate. joie Beta eee ye 4 
Sol. Formalde hyde. . 

Polyols and z Aluminum Silicate q. s: 1000 ; pes. 


Supplied in 4, 8, 15 and 30 oz. resealable glass jars. 


NUMOTIZINE, Incorporated CHICAGO 10, ILLINOIS 
presenting the HOBART fine of finer pharmaceuticals 









the hematinic for — 
better results..... = 


Stuart : ; 
Fortified oa 


2 tablets t.i.d. provide: 


{50% USP Crystalline 
Bi2 (50% Biz Concentrate 60 mcg. 


FOLIC ACID 5.1 mg. 
GASTRIC SUBSTANCE 600 mg. 
FERROUS GLUCONATE 18 gr. 
COPPER SULPHATE 15 mg. 
VITAMIN C 300 mg. 


TRULY THERAPEUTIC AMOUNTS 
OF B COMPLEX: 


Thiamine Chloride 10 mg. 
Riboflavin 10 mg. 
- Niacin Amide 150 mg. 
Pyridoxin Hydrochloride 2 mg. 
Calcium Pantothenate 10 mg. 


NATURAL B COMPLEX FACTORS: 

Desiccated Liver 1200 mg. 
COMPARE: Completeness, potency and cost 
NOW AVAILABLE AT ALL PHARMACIES 
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“.. more rapid postoperative healing as 


compared with patients on mineral oil?” 


Cantor' concludes—after studying 400 patients, equally 
apportioned between mineral oil and refined psyllium therapy 
—that L.A. Formula accelerates healing as much as 2 to 4 
weeks compared with patients taking mineral oil for the 
management of postoperative constipation following ano- 
rectal surgery. This is due, he states, to the clean wound area 
which L.A. Formula leaves for the better development of 
granulation tissue. 

Cantor notes these additional advantages of L.A. Formula 
therapy. L.A. Formula provides an internal dilator action 
which acts to prevent adhesions, stricture and stenosis. 
Patients find L.A. Formula palatable and easy to take and 
do not become habituated to its use. Its laxative action is 
dependable. 

He concludes that L.A. Formula ‘“‘provides a natural, 
unabsorbable bulk and lubricant with no clinical disad- 
vantages. It offers many advantages over mineral oil and 
has none of mineral oil’s disadvantages.’ Burton, Parsons 
& Company, Washington 9, D. C. 


Send for Samples for Clinical Appraisal 


1. Cantor, A. J., Am. J. Proctol. 3 :204-210, (Sept.) 1952. 


effective bulk producer * unsurpassed for palatability 
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“...and be sure to take your VITAMINS!” 


Poor dentition, anorexia, and achlorhydria so common in 
elderly patients often limit vitamin intake and absorption. 
A balanced vitamin preparation offers a reliable means of 


guarding against the development of avitaminoses. 





MERCK & CO.,Inc., Rauway, N. J.—asa pioneer manufacturer of Vitamins—serves 


the Medical Profession through the Pharmaceutical Industry 





© Merck & Co., inc. 


















































































































































































































































































































































Once the damage is done 
High-potency lipotropic therapy is important 


When prolonged dietary indiscretion results in liver damage and 
related disturbances, high-potency lipotropic therapy is indicated. 
WYCHOL furnishes this. 

Palatability unusual in a preparation of this type simplifies the . 
problem of keeping patients on WYCHOL therapy. Philadelphia 2, Pa. 


syrup / WYCHOL 


CHOLINE AND INOSITOL 
Bottles of 1 pint. 


Also available: Capsules WWYCHOL, for supplementary therapy. 








| MAN is the longest-lived species 
of the animal Kingdom 


Legend to the contrary, even the longest-lived animals 
(principally elephants, tortoises and parrots) 

seldom attain ages beyond 50 years. The famous tortoise 
of the island of Mauritius is one of the rare exceptions, 
and is said to have lived 152 years. * 









*Data courtesy of Roger Conant, 
Curator of Reptiles, 
Philadelphia Zoological Garden 


FOR THE AGING PATIENT 


increase enjoyment, help avoid degenerative ailments 


e 
JONLCVECADS 
Vitamin-Mineral-Lipotropic Factor Supplement 


POTENCY TO SPARE... The LONGEvi-caps formula provides abun- 
dant quantities of all those vitamins, minerals, lipotropic factors and a 
capillary fragility antagonist now believed necessary to help maintain 
good health in patients past middle life. And there is potency to spare 
in LONGEVI-CAPS. 


USUAL DOSE: One capsule daily for maintenance, increased to 3 or 4 
capsules daily as circumstances indicate. 


FORMULA: Each two-tone (brown-orange) ARI ES 569): & vs URW ea Lela 10 Units 
capsule contains: Choline bitartrate ...... 100 mg. 
VitaminA .... . 5000 U.S.P. Units PEMD. ss. ae a 50 mg. 
J > re 500 U.S.P. Units JS ee ey i te ee 50 mg. 
Vitamin B,, crystalline .... 3 mcg. LU ORS meee se eam aa 25 mg. 
Thiamine mononitrate ... . 5 mg. iron (es FéSo,) . ... 5s «+ 20mg. 
ERR el gs 6 ke 5 mg. Copper (as cupric gluconate) . 1 mg. 
a es A Cobalt (as CoCO;) ...... 1 mg. 
3. |S ae eee 1 mg. Manganese (as MnSQ,) ... . 1 mg. 
Pyridoxine hydrochloride .. . 0.5 mg. Molybdenum (as MoO;). . . . 0.2 mg. 
Calcium pantothenate... .. 5 mg. Ledh CTR 4 | se ak re 0.5 mg. 
Ac de | i 100 mg. Fluorine (as CaF;). . . . « « . O.2:g. 


Bottles of 60, 240 and 1000 capsules, available in all ethical pharmacies. 


PHARMACAL COMPANY, Jasper & Willard Sts., Philadelphia 34, Pa. 
Serving the Medical Profession For Nearly A Third of A Century 
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NOTESS TREATMENT OF ANAL PRURITUS 


| SOOTHING, READY-TO-USE PADS 
- REPLACE HARSH TOILET TISSUE 


Nw 
Whats ane, they? 


Tucks are pure, soft outing flannel pads 
moistened and mildly medicated with a special 
solution containing witch hazel and glycerin. 


Ouitli, thorougly 


Being moist, Tucks clean the pruritic area com- 
pletely, removing all vestiges of contaminating 
fecal material. Being soft, they cannot irritate 
sensitive anal tissue and cause further aggravation. 


Mao: 


Numerous clinical reports indicate that a majority 

of cases of anal pruritus will show appreciable 
improvements when Tucks are prescribed to replace 
toilet tissue. Tucks have been recommended further 
as a prophylactic measure against all forms of 
anorectal disease which may be caused or aggravated 
by improper anal hygiene. We Suggest you try 

Tucks for your next case of anal pruritus. 

Tucks are provided in jars of 100. A supply for 
trial will be sent you upon written request. Address 


Dept. G-3, Fuller Pharmaceutical Co., 715 So. 10th St., 
Minneapolis 4, Minn. 
















~ Mildly medicated cleansing cloths 
Whe Benadex * Benzocones * Hydrocil 
Hydrocil Fortified * products of 
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oral diuretic without equal 


. superior ...in promoting sodium and water excretion.”! 


. three-fourths the diuretic action of the standard 


[meralluride by injection]...”2 


.a valuable substance to replace parenteral diuretics 


in patients who require continuous 
diuretic medication.”3 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK 


>» @ 
) 


1. Moyer, J. H., and Handley, C. A.: Federation Proc. 11:378, 1952. 


2. Greiner, T.; Gold, H.; Warshaw, L.; Palumbo, F.; Weaver, J.; Mathes, S., 
and Marsh, R.: Federation Proc. 11: 352, 1952 


3. Goldman, B. R., and Steigmann, F.: J. Lab. & Clin. Med. 40:803, 1952. 







how to use this new drug 


Maintenance of the edema-free state has been accomplished with 
as little as one or two NEOHYDRIN Tablets a day. Often this dos- 
age of NEOHYDRIN will obtain per week an effect comparable to a 
weekly injection of MERCUHYDRIN.© When more intensive ther- 
apy is required one or two tablets three times daily may be 
prescribed as determined by the physician. 
Gradual attainment of intensive therapy is recommended to 
preclude gastrointestinal upset which may occur in occa- 
sional patients with immediate high dosage. In rare 
instances a sensitivity to NEOHYDRIN may arise. Though 
sustained, the onset of NEOHYDRIN diuresis is gradual. 
Injections of MERCUHYDRIN will be initially necessary 
in acute severe decompensation. 
Contraindicated in acute nephritis and nephrosclerosis. 
Any patient receiving a diuretic should ingest daily. 
a glass of orange juice or other supplementary 
source of potassium. Any patient receiving a 
diuretic should be watched for signs of deple- 
tion in sodium and chlorides especially 
in hot weather. Such depletion may 
first manifest itself as a refractivity 
to the diuretic and can be corrected 
by ingestion of sodium chloride. 
"= packaging 
Bottles of 50 tablets. 
There are 18.3 mg. of 
3-chloromercuri-2- 
methoxy-propyl- 
urea in each tablet. 


1, WISCONSIN 

















Some Clinical Features of 
Chronic Gall Bladder Disease 


Asher Winkelstein, M.D. 


HE IMPORTANCE of chronic gall bladder disease lies in 1) its high 

incidence, particularly in middle and later life, 2) in the significant 

percentage of poor results following both medical and surgical therapy, 
and 3) in the many debatable features which enliven the subject, such as, 
(a) the unestablished etiology of gall stones and gall bladder inflammation, 
(b) the problem of the proper indications for surgical versus medical therapy, 
(c) the postcholecystectomy syndrome, and (d) the increasing importance 
of biliary dyskinesia. 

INCIDENCE 


It is claimed that chronic gall bladder disease forms 35 per cent of a 
gastroenterologist’s practice and 20 per cent of an internist’s practice. The 
average age is usually given as 44. The ratio of females to males is four to 
one. 

ETIOLOGY 


‘Dex theories of the etiology of chronic gall bladder disease may be con- 
sidered: First, bile stasis which leads to bile concentration. This predisposes 
to stone precipitation and to infection. Stasis results from infection, from 
biliary dyskinesia, from lack of fat in the diet, and from infrequent meals. 
Second, infection of the gall bladder. This may result from a general infec- 
tion as in typhoid fever, or from local causes such as duodenitis and gastritis, 
or from distant sources, especially from the appendix and ileocecal region. 


ASHER WINKELSTEIN, @ graduate of Syracuse University College of Medicine in 1917, is 
assistant clinical professor of medicine at Columbia University College of Physicians and 
Surgeons, and associate attending physician for gastroenterology at Mt. Sinai Hospital, 

New York City. 
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Third, the metabolic etiology. Gall bladder calculous disease is apparently 
related to the cholesterol metabolism. The following is evidence, but by no 
means proof for this: (a) The frequent occurrence of stones in the obese, 
(b) the formation of stones in those who experience a rapid loss of weight, 
and (c) the significant stone formation during the hypercholesteremia 
of pregnancy. 

Our conclusion is that chronic gall bladder disease is not due to one or 
the other of these factors but that all three play an important role. A fourth 
possibility is, that under certain conditions, pancreatic reflux into the gall 
bladder may play a role in the etiology of gall bladder inflammation. 


SYMPTOMATOLOGY 


= CAUSE of the symptoms is, as yet, not clearly understood. It is gen- 
erally considered that the symptoms are due directly to the inflammation in 
some cases, and to the passage of stones through the ducts in others. It is 
also thought that the symptoms may result from the irritation of nerve ends 
with reflex spasm. Some radiologists have had the opportunity of observing 
the barium-filled stomach at a time when the patient has an attack of biliary 
colic. Holzknecht has described total gastrospasm during an attack of colic. 
Others have also ascribed most of the symptoms of biliary colic to spasm of 
the stomach, particularly of the pylorus. The probability is that the 
varied clinical pictures and symptoms in chronic gall bladder disease are 
due to the various mechanisms just described or to special combinations of 
these mechanisms. 

It is possible to group the clinical pictures of chronic gall bladder disease 
as follows: 

(1) There are patients who present only occasional attacks of typical 
biliary colic. Attacks of biliary colic, however, may be quite atypical in the 
hyposensitive patient. For example, the pain may be precordial and often 
simulates coronary artery disease; it may occur only in the right lower 
quadrant or back, and, in a fair percentage, perhaps as high as 20 per cent, 
the pain may be felt only in the left upper quadrant. At times, the attack 
simulates acute pancreatitis or renal colic. In a subgroup of patients, perhaps 
20 per cent, the patients have only pains in the right upper quadrant, which 
are in the nature of mild biliary colic. 

(2) A second group, about 20 per cent, presents what has been called 
the “‘gastric mask” of chronic gall bladder disease. In these patients, only 
gastric symptoms are presented. These symptoms consist chiefly in epigastric 
pressure and fullness, nausea and vomiting, heartburn, and water brash. The 
patients often complain that fatty foods provoke these symptoms. 

Frequently the “gastric mask”’ of gall bladder disease must be differen- 
tiated from the symptoms of peptic ulcer. In gall bladder disease, nausea 
and distention are frequent, aerophagia is prominent, and the symptoms are 
usually continuous without the characteristic remissions of peptic ulcer. 
Furthermore, in chronic gall bladder disease, the relationship to meals and 
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relief by food and alkalies is not prominent. The low acidity in gall bladder 
disease as compared with ulcer is of help in the differential diagnosis. How- 
ever, there is a small group of patients in whom the clinical picture of chronic 
gall bladder disease is identical with that in chronic peptic ulcer. It should 
also be recalled that there is a fair incidence of the coincidence of both dis- 
eases, given by some as 15 per cent, i.e. 15 per cent of ulcer patients also 
have gall bladder disease. 

(3) A third clinical picture which is a very common one is a combination 
of the previous pictures: viz. chronic gastric symptoms punctuated by an 
occasional attack of biliary colic. This is one of the most frequent clinical 
pictures encountered in gall bladder disease. 


DIAGNOSIS 


, DIAGNOSIS of chronic gall bladder disease, fortunately, has improved 
greatly in recent vears due to certain contributions, notably the medical 
biliary drainage of B. B. Vincent Lyon and the important cholecystography 
of Evarts Graham. 

In addition to a careful history, the physical examination is often helpful 
in diagnosis. Should the right trapezius muscle be markedly tender in com- 
parison with the left, a suspicion of gall bladder disease should be aroused. 

The local abdominal examination in chronic gall bladder disease is of 
great importance. Tenderness at Murphy's point, half way between the navel 
and the tenth costal cartilage, and tenderness on sudden thrust or on deep 
palpation over the gall bladder itself, are very helpful. It is particularly 
important if pressure over the gall bladder produces tenderness or pain in 
the right trapezius muscle or if the pain sensation radiates in such a way as 
to reproduce the typical clinical pain picture given by the patient. 

A study of the gastric contents in chronic gall bladder disease may be 
very helpful in differential diagnosis. Experimentally, according to Ivy, 
removal of the gall bladder in dogs does not produce any change in gastric 
secretion. However, in the author’s personal experience and that of numerous 
other observers, there is in chronic gall bladder disease a definite tendency 
to a low acidity of the gastric contents. This is not due to a reflex inhibition 
of the ordinary mechanism of gastric secretion, but is rather due to the 
associated chronic gastritis and duodenitis. 

Another method of diagnosis in chronic gall bladder disease which has 
created a great deal of interest is the so-called medical biliary drainage of 
Lyon. Lyon suggested that, in the biliary drainage from the duodenum, the 
finding of abnormal constituents in the dark, concentrated “B” bile, such as 
cholesterol crystals, degenerated columnar epithelium, leukocytes and amor- 
phous bile-stained bodies representing bile pigment stones, is of great value 
in the diagnosis of various pathologic conditions in the gall bladder and 
ducts. The absence of the dark “B”’ bile suggests a pathologic condition of 
the gall bladder mucosa interfering with the concentration, or, in most 
instances, obstruction in or about the cystic duct. The medical biliary drain- 
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age of Lyon is at times most helpful in the diagnosis of difficult cases. How- 
ever, it is time-consuming, uncomfortable for the patient, and requires great 
experience for proper interpretation. 

Today, the combination of clinical picture and a good cholecystographic 
examination diminishes the usefulness of the Lyon test. However, as will be 
noted shortly, radiographic examination may not establish the diagnosis. 
3ecause of a strong clinical suspicion, confirmation with other methods may 
be highly desirable. It is precisely in such cases that medical biliary drainage 
may be of help in the diagnosis. 

The most important method of diagnosis in chronic gall bladder disease 
is cholecystography with dye. This method was invented by Evarts Graham 
in the 1920’s and has been of tremendous value in diagnosis. It is possible 
by a combination of the clinical features and cholecystography to make a 
correct diagnosis in 95 per cent of the cases of chronic gall bladder disease. 

It should be emphasized, however, that it is possible for a patient to have 
a normal visualization of the gall bladder and still have chronic gall bladder 
disease. The practitioner is prone to accept the report of a normal visualiza- 
tion of the gall bladder and normal emptying after a fat meal as proving that 
the patient is not suffering from chronic gall bladder disease. While this is 
true in the majority of instances, nevertheless, in 10 to 15 per cent of such 
cases one must follow sound clinical judgment and still diagnose gall bladder 
disease. In many such operated cases, chronic gall bladder disease is found. 
On the other hand, failure of visualization is not an imperative indication 
for surgery. In a small percentage of cases medical therapy for a few weeks 
will be followed by a normal visualization. 

With reference to the problem of a deformed duodenal bulb and gall 
bladder disease, it may be necessary, in order to decide whether one is deal- 
ing with the simultaneous incidence of a peptic ulcer and gall bladder disease, 
or one or the other, to visualize the gall bladder with the dye and then to 
give a barium meal and study the relationship of the gall bladder shadow 
to the duodenum. The deformity of the duodenal bulb in chronic gall bladder 
disease may be quite marked due to adhesions. In fact, it is not rare to have 
an obstruction of the pylorus or duodenum by a chronically inflamed gall 
bladder. Of course, the finding of a crater or a typical Akerlund deformity 
of the bulb establishes at once the diagnosis of duodenal ulcer. 


MEDICAL THERAPY 


D IET is an important factor in the therapy of chronic gall bladder disease. 
The studies of Boyden, Whitaker and Ivy have demonstrated that fat is the 
only food substance which empties the gall bladder. Fat produces cholecys- 
tokinin, a hormone described by Ivy, which then is absorbed and causes the 
gall bladder to contract and the sphincter of Oddi to relax, thus emptying 
the gall bladder. If one considers the drainage factor important, it would 
seem desirable to advise fat. However, it does not seem advisable theoretically 
to’ increase the cholesterol in the blood. Also, the contraction of the gall 
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bladder may force calculi into the orifice of the cystic duct, occluding the 
duct and producing a hydrops of the gall bladder, often with secondary 
empyema, or, by forcing the stones into the common duct, produce the vari- 
ous complications of that condition. 

From actual experience, it has been found that a diet which contains 
much fat often produces rather severe symptoms in patients with chronic 
gall bladder disease. We therefore advise a low fat diet. In addition to the 
low fat diet, it seems advisable, because of the frequency of the associated 
gastritis, to give a bland, non-irritating diet similar to that used in peptic 
ulcer. Certainly, supplementary vitamins are essential when the diet is 
thus restricted. 

Bile salt therapy is of interest. The bile salts produce an increased flow 
of bile, acting both as chologogues and choloretics. In some cases of chronic 
cholecystitis where there is no adhesive or intralumenal obstruction in the 
duct or the sphincter of Oddi, the increased flow of bile is of value in wash- 
ing out the infectious or grumous material from the gall bladder and biliary 
passages. We have used bile salts in some cases of chronic gall bladder dis- 
ease and in the post-cholecystectomy syndrome. We feel that bile salt therapy 
is frequently of value in relieving symptoms. 


SURGICAL THERAPY 


‘Bes E question of surgical intervention in chronic gall bladder disease is some- 
times controversial. There are some, like Lahey, who advise surgery in 
chronic gall bladder disease in a similar fashion to the approach in acute 
appendicitis. Lahey feels that when a diagnosis of chronic gall bladder disease 
is made, the patient should have without delay a cholecystectomy and a care- 
ful exploration of the common duct for stones. When one sees the disastrous 
results and complications of chronic gall bladder disease, including carcinoma, 
particularly in later life, one would like to subscribe to Lahey’s ideas. 

However, it is well known that only 10 per cent of the 5 to 6 per cent 
of people who live and die with gall stones have symptoms or complications 
of these stones, and therefore surgical therapy, merely because of the diagno- 
sis of cholelithiasis, should not be urged in all cases. For instance, silent 
stones are not always an indication for surgery. Surgery is indicated when 
the patient is suffering from symptoms which do not yield to medical therapy 
and which are definitely produced by the presence of stones and inflammation 
of the gall bladder. With the improved, modern radiographic methods, abnor- 
malities in the gall bladder are frequently found in routine examinations 
which are not, however, the cause of the symptoms presented by the patient. 

The mortality in operations for chronic gall bladder disease is generally 
given as 2 to 3 per cent, and complete cures as 75 per cent. Surgery is 
not an unmixed blessing since, in the remaining 25 per cent, we encounter 
a very important and unfortunate postoperative picture which is known as 
the post-cholecystectomy syndrome. 
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THE POST-CHOLECYSTECTOMY SYNDROME 


; postoperative symptoms, often similar to the preoperative ones, are 
due to many causes. When the gall bladder is removed and no disease is 
present, the postoperative clinical picture is usually a bad one. This is also 
true of non-calculous cholecystitis, especially in mild cases, such as cholestero- 
sis and mild chronic cholecystitis. The recurrence of symptoms because of 
the cholecystectomy itself should be emphasized. At times, the surgeon leaves 
the stump of the gall bladder in, and new stones and inflammation are prone 
to occur in such stumps. Postoperative adhesions are a common cause of 
post-cholecystectomy symptoms. Common duct stones which have been over- 
looked at the operation frequently cause trouble. Lahey found that explora- 
tion of the common duct in every cholecystectomy gave him an incidence of 
15 per cent of common duct stones as compared with 5 per cent when he 
did not explore the common duct. Exploration of every common duct is, 
of course, inadvisable. 

The local involvement of organs contiguous to the gall bladder is a fruit- 
ful source of post-cholecystectomy symptoms. Gastritis and duodenitis have 
already been mentioned and the hepatitis which is present in practically every 
case of chronically inflamed gall bladder may produce symptoms and eventu- 
ally lead to degrees of biliary cirrhosis. Sarah Jordon of the Lahey Clinic 
has emphasized the so-called irritable colon as the cause of the post-cholecyst- 
ectomy syndrome. At times, another disease such as peptic ulcer or renal 
calculus may be the cause of the symptoms. We also feel that biliary dys- 
kinesia of the biliary passages and the sphincter of Oddi is responsible for 
many symptoms after gall bladder operations. This is particularly true in 
the neurotic type of patient. 

The treatment of the post-cholecystectomy syndrome is very difficult. 
This group of patients is most refractory to the ordinary forms of medical 
therapy. At times, the most careful, clinical, radiographic and secretory 
studies are negative, vet the patient complains bitterly. The symptoms may 
recur almost at once or may come on after an interval, as a rule, of six 
months to a year and a half after operation. Often the symptoms are similar 
to those before the operation. Many therapeutic procedures have been 
attempted in these patients. A bland, low-fat diet, antispasmodics, medical 
biliary drainage and intestinal therapy have been instituted. Short wave 
diathermy of the right upper quadrant has been carried out in some patients. 
The use of nerve sedatives, Trasentine and salines are helpful measures. 
As mentioned before, bile salts may afford some relief. However, when 
adhesions are present about the common duct or Odditis exists, bile salts 
may increase the symptoms. When spasm of the sphincter of Oddi is pres- 
ent, an increased flow of bile may be helpful, acting as a dilator. In a general 
way, the therapy in this group of patients is not very satisfactory. Often, an 
exploratory laparotomy for the presence of common duct stones and surgical 


drainage of the common duct and/or sphincterotomy are necessary for relief. 
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BILIARY DYSKINESIA 


, = ROLE of functional disturbance of the gall bladder, bile ducts and the 
sphincter of Oddi in the clinical picture of chronic gall bladder disease has 
been emphasized chiefly by Westphal and Ivy. It is possible to have the 
typical symptoms of chronic gall bladder disease in functional disturbances 
of the biliary passages. The chief site of functional disturbance is the sphincter 
of Oddi. This sphincter at the end of the common duct is innervated by the 
vegetative nervous system (chiefly parasympathetic—hence vagotomy has 
been suggested in therapy). It is very easily upset by emotional disturbances, 
abnormal reflexes, and by the passage of highly acid gastric secretion over 
it or by inflammation in the duodenum. It is interesting to note that morphine 
causes a definite spasm of the sphincter of Oddi and may be used to produce 
symptoms and thus diagnose dyskinesia. 

As mentioned, biliary dyskinesia may definitely be prominently involved 
in the postoperative cholecystectomy picture. 

Certainly, the differential diagnosis from organic chronic gall bladder 
disease may be very difficult. Among the therapeutic agents for this condition 
are nerve sedatives, Trasentine, nitroglycerine, atropine and bile salts. In 
some cases, sphincterotomy may have to be considered. 


SUMMARY 
The following features of chronic gall bladder disease are emphasized: 


1. The high incidence of gall bladder disease, particularly in middle and 
later life. 


2. The importance of stasis, infections, and the cholesterol metabolism, 
etiologically. 
3. The great diagnostic value of cholecystography with an emphasis on 


the 10 per cent of normal visualizations in diseased gall bladders. 
+. The occasional great diagnostic value of Lyon's medical biliary 
drainage. 


cst 


The value of low fat diet, antispasmodics, alkalies, vitamins and bile 
salts in medical therapy. 

6. That chronic gall bladder disease is, and should be, in the vast majority 
a surgical disease despite the frequency of the post-cholecystectomy 
symptoms. 


N 


The importance of biliary dyskinesia in simulating organic gall blad- 
der disease and its important significance for the post-cholecystec- 
tomy syndrome. 

8. The frequency of the post-cholecystectomy symptoms which leads to 
a plea against removing a gall bladder with minimal inflammation 
(so-called non-calculous cholecystitis) or one which merely shows 
functional disturbances. 








Psychological Management of the 


Patient With Incurable Cancer 
Bradford J. Murphey, M.D. 


VARIETY of emotional problems commonly develop during the treat- 
ment and management of individuals afflicted with incurable 
cancer. While such problems are basically psychiatric in nature as 

a rule, they are actually handled by the surgeon, the radiologist or the 
internist, acting separately or together. For the most part emotional prob- 
lems of this kind are deeply rooted in the patient’s past and present rela- 
tionships with other people, and in his habits of emotional control, expression 
and denial. 

Clinical experience in all fields of medicine offers convincing evidence to 
show that emotional difficulties and conflicts can seriously interfere with 
treatment and, that problems of this kind must either be resolved, or at 
least ameliorated by the physician before the patient can fully respond to 
therapy of any kind. Since emotional conflict can only be resolved or allevi- 
ated in, and through, a strong positive doctor-patient relationship, the first 
step in management or treatment consists in establishing such a relationship. 

A relationship of this kind must begin with a sincere feeling of interest 
in and sympathy for the patient as a fellow human being. Feelings and inter- 
est of this kind are quickly sensed by the patient and are generally recipro- 
cated by him with a feeling of friendliness for the doctor. If, at the same time, 
the doctor is thorough in his examinations, sound in diagnostic skill, and 
painstaking in his efforts to make the patient comfortable, confidence in his 
medical skill will be coupled with the patient’s respect for the doctor. We 
can convince the patient that we are interested in him as a fellow human 
being by being careful about keeping appointments and by seeing to it that 
his time with us is not interfered with by an atmosphere of hurry or impa- 
tience or interrupted by telephone calls or other distractions. We also prove 
our interest in the patient’s problems by giving him an opportunity to talk 
to us about them in a situation conducive to frank and easy discussion and 
by listening intently and skillfully, interrupting rarely and then only to 
stimulate his out-pouring of specific worries and anxieties. 

We win the patient’s respect by letting him learn of our respect for him 
in all dealings with him. We win his confidence only by providing him with 
the best possible care that medicine has to offer. In short, a strong positive, 
therapeutic relationship with the patient makes it increasingly easy for him 
to talk freely, to like the doctor fully, and to trust him completely. In this 
connection, however, it should be emphasized that there are some very real 
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difficulties in dealing with incurable cancer cases that tend to block the 
development of a good doctor-patient relationship. 

First of all, we may have difficulty with the patient suffering from incur- 
able cancer because we do not know what to do or say after the diagnosis 
has been established. Frequently there is uncertainty about the wisdom of 
telling the patient the truth. Even when convinced that it is best to tell the 
truth, the doctor may still be quite uncertain about how to do so and when. 
Ambivalence about this matter tends to create a psychic barrier. Not infre- 
quently the doctor reacts to this painful dilemma by becoming more reserved 
and silent—by evading the issue and by avoiding the patient. Such avoidance 
is bound to be interpreted by the patient as a rejection by his doctor. 

In this connection, it should be remembered that contact with a patient 
with incurable cancer may activate the doctor’s own unconscious fears of 
cancer to such a painful degree that he is driven to defend himself by actual 
rejection of the patient. But regardless of whether the patient only feels 
rejected or is actually rejected in fact, an emotional experience of this kind 
is likely to stir up and revive long dormant feelings of anxiety connected 
with the trauma of parental rejection in early childhood. 


S HOULD the doctor always tell the patient with incurable cancer the truth 
—the whole truth and nothing but the truth? We think that the patient 
should be told only that part of the truth which will help him, and at that point 
in the development of his malignancy where he needs such help. There can 
be no iron-clad rule which can be applied invariably and without exception 
to all patients. The insight and understanding of the doctor and the special 
make-up and particular problems of each patient should determine what 
should be said and when it should be said. The truth can be crushingly cruel, 
or sweet and merciful, according to the emotional and mental condition of 
the patient and the manner and skill of the doctor who presents it. 

While it may be advisable in some cases to administer the truth in small 
doses and only as needed, it is never wise to lie to a patient about his condi- 
tion. When the patient finds out—as he is likely to—that his doctor has been 
untruthful, he may find it difficult to ever trust the doctor again. A good 
doctor-patient relationship cannot be built on deception, no matter how 
worthy the doctor’s intentions may be. Subsequent evasions and the avoid- 
ance of other matters necessary to support the lie must invariably interfere 
with free and easy communication between the doctor and patient to such 
an extent as to jeopardize the doctor-patient relationship. How much of the 
truth should we tell? As much as the patient needs to maintain faith in his 
doctor and to sustain his strength and ability to meet his fate. It is hardly 
necessary to tell the whole truth, but surely whatever is said should be 
wholly truthful. 





; are many other difficulties that interfere with the development of 
a doctor-patient relationship—difficulties which are rooted in the patient’s 
early childhood relationships and in the conscious and unconscious attitudes 
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that stem from such relationships. A considerable number of patients suffer- 
ing from incurable cancer show a tendency to regress from normal adult 
independence to a state of childish dependence. They tend to give up their 
status of maturity and to relate themselves unconsciously to the doctor in 
much the same pattern of submission and dependency as they did in the 
relationship with their parents in childhood. Most patients resist such regres- 
sion, however, with strong, compensatory feelings of hostility and aggression. 
Occasionally such hostility becomes overt and is openly directed towards the 
doctor, but much more often it is repressed and finds expression only in 
substitutive behavior. A number of such substitutions may occur either singly 
or in combination. Five of these are important enough for special mention: 


1. Hostility may be only partially repressed and then emerge as nagging 
irritability, punishing impatience, carping complaints, and other forms of 
thinly disguised aggression. 

2. The patient may find expression in an angry rejection of the doctor 
and also by seeking help from another physician or by taking refuge in some 
form of cultism or quackery. 

3. Feelings of hostility may be completely repressed and turned inward 
against the self to produce varying degrees of depression. Not infrequently 
this depression leads to suicidal preoccupations and fantasies and, in some 
instances, to suicidal attempts or actual suicide. The danger of suicide would 
seem to be greatest in those cases of incurable malignancy where the patient 
is a physician, or an individual who has had special experience with and 
particular knowledge of the wasting, the pain, and the mutilation that are 
so often associated with cancer. 

4. The feelings of hostility and resentment may be repressed and directed 
against the self to produce tension severe enough to interfere with normal 
physiology and organ function. When this happens either psychosomatic 
disorders or hysterical phenomena may develop on a conversion basis. 

5. The hostility may be projected onto others in the family situation or 
onto the doctor himself. This may give rise to a conviction on the part of 
the patient that he is being unjustly criticized, badly treated or wrongly 
attacked. This, of course, is a frankly paranoid reaction and may be severe 
enough to result in real delusions of persecution and many of the other con- 
comitants of a full-blown psychosis. 

Now and then a patient suffering from a malignancy develops an agitated 
depression. As a rule this occurs in those individuals who have always been 
meticulous in their work and overconscientious in their dealings with others. 
Such individuals are often obsessively careful, cautious and conservative, 
compulsively thrifty, orderly and resistive to change. Under the stress and 
strain of an organic disorder like cancer, they begin to be simultaneously 
depressed and agitated and increasingly preoccupied with feelings of despair 
and personal unworthiness. As a rule this condition cannot be handled 
through any kind of relationship therapy, and it may be necessary to resort 
to electroshock or even to a prefrontal lobotomy. 
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A good many patients with incurable cancer develop strong feelings of 
guilt about their illness and behave as though the malignancy represented a 
form of punishment for past sins and wrongdoings. Often this feeling of 
guilt is so painful, and the sense of being punished is so overwhelming, as 
to produce the conviction that they are damned and beyond all help of any 
kind. In malignant lesions of the sexual organs the sense of guilt is quite 
frequently associated with past sexual indiscretions. In such cases the patient 
not only feels that he is being punished but also feels deeply ashamed and 
humiliated as well. Quite often his sense of shame is so great that it may 
block all communication with his doctor at a time when the catharsis of 
confession is desperately needed. 


:; THE beginning, and during the early diagnostic period of treatment, 
the patient is usually sustained positively by his hope of being cured, and 
negatively by a strong tendency to deny the reality of his fate. During this 
period the doctor has the opportunity to develop to its fullest a strong posi- 
tive relationship with his patient. In most cases there will also be enough 
time to develop such a relationship and time enough to use it effectively. 
At this period of treatment the doctor should constantly seek to develop the 
freest possible communication with his patient so that fear and anxiety, sus- 
picion and doubt, guilt feeling and shame, can be dealt with psychothera- 
peutically, day by day. As a rule the goal of psychotherapy is to get the 
patient to accept the realities of life and to help him live more effectively. 
In cases of incurable malignancy, however, our aim is to help the patient 
accept the reality of death while at the same time helping him to meet it with 
as much peace of mind and spirit as possible. At the outset psychotherapy 
should be nondirective, but as the malignancy progresses it generally becomes 
necessary to employ a more directive form of therapy in order to provide the 
patient with the support and guidance he needs. 

How can we give a patient support and guidance in meeting death? 
There is no universally accepted rule for living nor is there any absolute 
formula for dying. As the end approaches many individuals turn to religion 
with its promise of a life to come that is free from misery and pain. Gen- 
erally speaking, those individuals who have faith in the idea of immortality 
find it easier to meet death than those who lack such faith. On the other 
hand, there are many others who seem able to meet death with quiet courage 
and serenity, notwithstanding the fact that they have no belief in or hope 
for a life to come. Perhaps we can best help our patients in this matter by 
developing an adequate philosophy and set of beliefs for ourselves regarding 
the meaning of death and the destiny of man. If we ourselves are troubled 
by fear and doubt in this matter we can hardly hope to deal effectively with 
the doubts and fears of our patients. 

As a matter of fact an astonishingly large number of individuals who 
die of cancer do not seem to be especially troubled by doubt and fear as they 
approach death. Perhaps one reason for this lies in the fact that they see 
death only as obliteration and a welcome release from pain. Actually the 
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thought of death may be far less frightening to the cancer victim than it is 
to the members of his family, or even to the doctor himself. Not infrequently 
the azotemia and toxemia associated with terminal cancer, coupled with the 
effects of morphinization, are factors that tend to numb sensation and blunt 
perception to a degree where anxiety and fear almost entirely disappear. 
In a very real sense cancer insidiously prepares its victim for death. Further- 
more, when the cancer victim can see no future—when he stands alone, iso- 
lated from his fellow men—death is often accepted with quiet resignation and 
little if any evidence of regret or fear. 

As the malignancy develops and hope fades away, the denial of impend- 
ing death becomes increasingly impossible. At this point, when all other 
supports have crumbled, the patient has nothing left to hold onto except 
the doctor-patient relationship and his faith in God, if indeed he is fortunate 
enough to have such a faith. From the moment the patient finally accepts 
the inevitability of his fate, his physical, mental and emotional comfort will 
be almost entirely dependent upon the doctor’s resourcefulness in reducing 
physical pain and upon his skill in developing and using the doctor-patient 
relationship psychotherapeutically. But perhaps above all else, the patient’s 
emotional comfort and peace of mind will depend upon the doctor’s willing- 
ness and ability to accept the responsibility of standing by his patient to the 
very end, not only as a doctor but also as a loyal and devoted friend. By 
assuming such total responsibility for the physical and emotional well-being 
of the cancer victim, the physician serves the patient and his family faithfully 
and at the same time ennobles himself by living up to the highest ideals and 





traditions of the medical profession. 





Electroshock in Senile Depressed Patients 
C. J. Milling, M.D. 


Lire can often be made bearable for the agitated senile, arteriosclerotic, or 
aged manic-depressive patient with maintenance doses of electroshock at 
irregular intervals. Such therapy is recommended as both safe and effective 
for elderly persons whose distressing mental symptoms require relief. No 
fatalities, fractures, nor greater-than-average percentage of accidents 
occurred in shock therapy of a series of 50 persons aged 70 or over, and all 
but eight were helped at least temporarily. 

Shock therapy lessens tension and agitation, and affords the patient 
much needed rest. While sedative drugs can help for a time, electroshock is 
preferable since drugs are habit-forming and may actually cause a new kind 
of psychosis. Shock therapy should never be undertaken lightly or by 
untrained personnel. 


Shock therapy in the agitated senile. J. South Carolina M. A. 68: 320-321, 1952. 











Visceral Atherosclerosis 
in Rabbits and in Man 


0. J. Pollak, M.D., PH.D. 


T HAS BEEN 30 years since atherosclerosis was first produced by feeding 
cholesterol to rabbits.’ The experiment has been successfully repeated 
by many scientists. The conclusion drawn from this study, namely, that 

cholesterol is the atherogenic agent in the rabbit and in man as well, is not 
shared universally. The criticism concerns six points: 1) Cholesterol is not 
a normal constituent of diet for herbivors and therefore it is dangerous to 
apply experimental results to men. 2) The amount of cholesterol which has 
to be fed to rabbits to effect hypercholesteremia is much larger than the 
quantities of cholesterol ingested by man. 3) For the production of vascular 
lesions it is necessary to induce a degree of hypercholesteremia which by far 
exceeds the degree encountered in human beings afflicted with atherosclero- 
sis. 4) In the cholesterol-fed rabbit the vascular changes are, with but rare 
exceptions, confined to the aorta and its large proximal branches. 5) In 
rabbits, early experimental alteration caused by hypercholesteremia of ali- 
mentary origin is characterized by the presence of globular lipophages seated 
in the endothelial layer of the intima and protruding into the vascular lumen 
(figure 1A), whereas in early human atherosclerosis (in children, adoles- 
cents, and in adults with minimal gross lesions) the lipophages are poly- 
hedral and are located below the endothelium (figure 1B). 6) The micro- 
scopic picture of alimentary cholesterol-atherosclerosis resembles but a few 
phases of the human disease, that is lipidosis and early fibrosis, while other 
stages are absent. 


I N RECENT years, a different experimental approach became popular, namely, 
intravascular injection of cholesterol sols.* None of the six arguments applied 
against dietary induction of atherosclerosis in the rabbit can be used fully 
against intravascular injection of colloidal cholesterol. 1) The digestive tract 
is being bypassed making irrelevant the fact that the rabbit is herbivorous. 
2) The amount of cholesterol introduced itto the blood stream is relatively 
small. 3) The degree of hypercholesteremia produced by injection is much 
nearer to the cholesterol levels of human beings with atherosclerosis than 
if rabbits are fed cholesterol. 4) Alteration of visceral vessels of various 
calibre is seen frequently on cholesterol injection. 5) Early vascular changes 
resemble more closely those of man, in as much as lipophages are oval 
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Fig. 1A. Lipophages in cholesterol-atherosclerosis induced by feeding cholesterol to rabbit. Aorta 
(x 445) 


Fig. 1B. Lipophages in human atherosclerosis. Aorta (x 550). 


Fig. 1C. Lipophages in cholesterol-atherosclerosis induced by intravascular cholesterol injection to 
rabbit. Pulmonary artery (x 1160) 
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Fig. 2A. Hydropic swelling of intima after intravascular cholesterol injection to rabbit. Main pul 
monary artery (x 550) 


Fig. 28. Hydropic swelling of intima in human atherosclerosis. Pulmonary artery (x 550). 
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Fig. 3A. Organization of atheroma in rabbit intravascularly with cholesterol. Coronary artery 
(x 1160). 


’ Fig. 3B. Organization of atheroma in human atherosclerosis. Subcutaneous artery (x 550). 
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Fig. 4A. Reduction of vascular lumen in atherosclerosis induced by intravascular injection of cho 
lesterol to rabbit. Pulmonary artery (x 550), 


Fig. 4B. Reduction of vascular lumen in human atherosclerosis. Peribronchial artery (x 550). 
& ) 
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shaped and do not protrude into the lumen, although they are seated in the 
endothelial intimal layer (figure 1C). 6) Due to the rapidity with which 
damage resuits upon injection, initial hydropic swelling of the intima can be 
observed in the rabbit, such as seen in man where it very likely precedes 
deposit of cholesterol.’ Also, more advanced organization of atheroma with 
marked reduction of the vascular lumen closely resembling findings in man 
can be seen after injection, while it is rare and much less developed after 
cholesterol feeding to rabbits. It might be added that the injection experi- 
ments taught us that cholesterol deposited in the vessel wall need not be of 
dietary origin, and further, that the deposition of cholesterol can occur 
rapidly, as an acute phenomenon, supporting the view that atherogenesis 
is episodic. 


S ELECTED animal experiments and observations on human beings are pre- 
sented here, with emphasis on alterations in visceral vessels. In comparing 
illustrations, one must be aware of differences in diameter of lumen, in the 
thickness of the vessel wall and its several layers, in vascularization of vari- 
ous vessels in rabbit and in man, and in the texture of the tissues surrounding 
the blood vessels. 

The first set of photomicrographs illustrates lipophages. In figure 1A, 
the intima of the aorta of a 2.15 Kg. rabbit is shown after feedings of 0.5 
gm. cholesterol (c.p. Pfanstiehl) daily for 36 days. The total dose fed was 
18 gm.; and initial and final total cholesterol levels were 60 and 408 mg. per 
100 ml. of blood, respectively. Figure 1B shows the aortal intima of a 22 
year old woman who died after repeated shock from exsanguination in 
labor. Intimal lipophages from the pulmonary vein of a rabbit weighing 2.5 
Kg., injected intravenously with two equal doses of 52.5 mg. of cholesterol 
in a 24 hour interval and killed six hours after the second injection (totai 
dose injected, 105 mg.; initial and final total blood cholesterol levels were 
75 and 132 mg. per 100 ml.) are seen in figure 1C. 

In the second set of photomicrographs, the hydropic swelling of the 
intima and subintima is shown. Figure 2A represents the main pulmonary 
artery of a rabbit weighing 2.75 Kg. which received a single intravenous 
injection of 100 mg. cholesterol suspension in partly deproteinized serum 
and was killed five minutes later. Figure 2B shows a small pulmonary artery 
of a 15 year old boy who died in shock after the fifth surgical operation for 
paralytic ileus and peritonitis with fistulas. (Originally, this boy was 
operated on because of a giant-sized Meckel’s diverticulum two years 
before death. ) 

In the third pair of illustrations, organization of atheroma with partial 
obliteration of the lumen is demonstrated. Figure 3A depicts a coronary 
artery of a rabbit injected intravenously with 43 mg. cholesterol twice 24 
hours apart, and killed promptly after the second injection (total dose 
injected, 86 mg.). Figure 3B represents a subcutaneous abdominal artery, 
at some distance from a fistula, obtained from a surgical specimen of the 
boy discussed in the preceding paragraph, a year before death. 
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Another type of restriction of the vascular lumen, shown here to a slit, 
is illustrated by the fourth set of SS ee Figure 4A shows a 
small pulmonary artery of a rabbit weighing 2.5 Kg. injected intravascularly 
with 150 mg. of cholesterol sol and killed ten minutes later. Figure 4B illus- 
trates a peribronchial artery of a nine weeks old baby who fell from a bed 
two and one-half hours prior to admission to the hospital. The baby had 
died in shock due to extensive subarachnoidal hemorrhage, and was dead on 
arrival at the hospital. 


CONCLUSIONS 


Experimental conditions and anatomic alterations induced by intravas- 
cular injection of cholesterol sols resemble more closely the human disease 
than if cholesterol-atheromatosis is produced by feeding cholesterol to rabbits. 
Thus, intravascular injection of colloidal cholesterol offers a useful experi- 
mental approach to the study of atherosclerosis. 


REFERENCES 


1. AnitcuKkow, N.: Ueber die Veranderungen der 2b. Potiak, O. J. and B. Wap er: Studies in athero 
Kaninchenaorta bei experimenteller Cholesterin- . III. Anatomic alterations induced by 
steatose. Beitr. z. path. Anat. u. z. allg. Path. 56: cular injection of cholesterol sols into 





379, 1913. als. J. Gerontol. 6: 217, 1951. 

2a. Bevans, M., L. L. ABELL, and F. E. KENDALL: x i PoLLak, O. J.: An etiologic concept of athero- 
Production of intimal atherosclerosis by intra- sclerosis based on study of intimal alterations 
venous injection of colloidal cholesterol into rab- after shock. Circulation 5: 539, 1952. 
bits. Federation Proc. 7: 269, 8. 


Age Changes in the Venous Valve 


Otto Saphir, M.D. and Maurice Lev, M.D. 


THE normal aging process produces a number of changes in the venous 
valve which probably should not be attributed to previous inflammatory con- 
ditions. In a study of persons age 41 to 81, changes were observed in the 
venous valve in the upper part of the femoral vein. 

Changes occur in both layers of the valve cusp. In the parietalis, areolar 
tissue is gradually replaced by thick dense collagen and minute elastic fibers 
appear. The elastic of the luminalis becomes thicker and new elastic lamellae 
are laid down. Fatty tissue, extending from the adventitia into the media 
of the vein wall, leads to atrophy and disappearance of connective tissue and 
muscle fibers. In the later decades, increased endophlebohypertrophy is seen 
in the intimal and subintimal layers of the vein distal to the valve. The 
changes may be explained on the basis of abnormal eddies occurring in this 
area because of thickening of the cusps of the valve. 


The venous valve in the aged. American Heart T. 44: 843-850, 1952. 








The Evolution of 
Calcareous Aortic Stenosis 


Ernst P. Boas, M.v. 


HE classical diagnostic signs of calcareous aortic stenosis—a systolic 

thrill and a harsh systolic murmur at the aortic area, a large left 

ventricle, a slow, small pulse with a systolic plateau—give evidence of 
an advanced stage of the valvular disease which takes years to develop. The 
diagnosis is often missed in the earlier stages when the lesion has not advanced 
far enough to give rise to these pathognomonic signs. 

In an attempt to establish broader diagnostic criteria, a review of the 
evolution of the lesion and of the physical signs as revealed in 15 patients 
is presented. These patients have been under personal observation from two 
to 20 years, with an average of 11.5 years. In some of these patients the cor- 
rect diagnosis was reached only after many years of observation, and only 
then in retrospect was it possible to give a proper evaluation to the physical 
signs that were originally observed. 

Table I outlines the overall findings. The ages of the patients when first 
seen ranged from 36 to 67 years; the average age was 52.3 years. The aver- 
age age at which aortic stenosis was unequivocally diagnosed, in the case of 
ten patients by the presence of a systolic thrill at the aortic area, was 62.2 
years ; that is 9.9 years on the average after the first examination. Ten patients 
had been told previously of the presence of a murmur. Their average age at 
the time of the discovery of murmur was 41.2 years; that is 19.2 years before 
the diagnosis of aortic stenosis was finally made. In the ten patients who 
developed a thrill, the average age at discovery of the murmur was 39 years, 
at the first examination by the author 50.5 years, and at the appearance of 
the thrill 59.7 years. 

Six patients, at the time of their first examination, presented systolic 
murmurs of varying intensity heard either at the apex, or over the whole 
precordium but loudest at the apex. In the ensuing years the point of max- 
imum intensity of the murmur gradually shifted to the aortic area, the mur- 
mur became harsher, and in three cases a systolic thrill finally was detected 
at the aortic area. It is an old observation that cases of aortic stenosis proved 
at autopsy may have exhibited only an apical systolic murmur during life.’ 

Christian* stated that the systolic murmur at times is loudest at the apex. 
Six of the cases studied by Margolies and his associates’ exhibited only 
rough systolic apical murmurs transmitted to the axilla or to the precordium. 


ERNST P. BOAS, a graduate of Columbia University College of Physicians and Surgeons in 
1914, is consulting physician in cardiology at Mt. Sinai Hospital, New York City. 
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TABLE I 
AGE IN YEARS AT ONSET OF SYMPTOMS OF CALCAREOUS AORTIC STENOSIS 
Years 
between 
Onset of first 
rheumatic First Final Onset of Onset of Last Years of murmur 
feveror exami- diagnosis angina heart exami- _ obser- and_ Aortic insufh- 
Cases murmur nation or thrill pectoris failure nation vation diagnosis ciency 
I 39 47 67 T 63 67 20 28 
2 62 oat 71 73 II ” 
3 67 77 67 74 77D 10 ; 
4 55 57 65 65 8 10 - 
5 23 36 si T 54 18 21 
6 45 55 70 70 15 2 
7 44 59 63 T 56 63 4 19 
8 48 63 48 68 68 20 R 
9 48 49 581 57 58 9 10 - 
10 53 61 53 61 8 . 
11 42 62 631 63 62 64 2 21 
12 34 39 47 1 47 8 13 
13 42 43 59 T 49 59 16 17 . 
14 40 55 56 T 58 66 68 D 13 28 ™ 
15 53 60 T 56 63 63 10 7 
Av. 41.2 52.3 62.2 58.4 65 63.8 11.6 19.2 
T = thrill. D = died. 





Dry and Willius’ observed a patient who at age 51 had soft systolic murmurs 
at the aortic and mitral areas, and in whom the murmur was localized at 
the aortic area four years later. Fluoroscopy then showed calcification of the 
aortic valve. Willius’ as well as Levine’ have seen many patients with a 
systolic murmur at the aortic area, originally thought to be of no significance, 
who had full blown signs of calcareous aortic stenosis 15 to 20 years later. 
Baker, Sprague and White’ observed that some patients originally diagnosed 
as having mitral insufficiency were later found to have aortic stenosis. Among 
the 200 autopsied cases that form the basis of their monograph, Karsner 
and Koletsky* found 32 who had had only a systolic murmur confined to the 
apex. 


A BRIEF summary of the author’s cases exhibiting this shift in the location 
of the systolic murmur should make the clinical picture more graphic. 
Recorded observations of heart size were determined fluoroscopically. 


Case rt. A woman first seen at age 47 had had rheumatic arthritis at ages 39 and 41. 
There was moderate enlargement of the left ventricle. There was a systolic murmur at 
the apex. Blood pressure was 130/80. The electrocardiogram showed left axis deviation. 
At age 51 the heart size, blood pressure and electrocardiogram were unchanged. There 
was a systolic murmur at the aortic area and a musical systolic murmur at the apex that 
varied with respiration. At age 55 the aortic systolic murmur had become harsh, Exami- 
nation at ages 58, 60 and 61 revealed no change in the murmur or other findings. During 
this whole period she had no significant cardiac complaints. At age 63 she complained of 
precordial pain on walking a few blocks and had one attack of paroxysmal auricular 
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fibrillation. There was moderate enlargement of the left ventricle, a harsh systolic murmur 
at the aortic area. Blood pressure was 160/90. The electrocardiogram continued to show 
left axis deviation. At age 65 there was no change. At age 67 she had no anginal pain. The 
left ventricle was moderately enlarged. At the aortic area there was a systolic thrill and 
a harsh systolic murmur. There was a musical systolic murmur at the apex. Blood 
pressure was 150/90. The electrocardiogram still showed left axis deviation. 


Case 2. A man first seen at age 62 had no history of rheumatic fever or of a murmur. 
His chief complaint was attacks of dizziness. There was some enlargement of the left 
ventricle. A musical systolic murmur was heard all over the precordium, loudest at the 
apex. There was a diastolic murmur to the left of the sternum. Blood pressure was 
100/60. The electrocardiogram was normal and the Wassermann reaction negative. At 
age 63 there was no change. At age 65 there were no cardiac symptoms. There was mod- 
erate enlargement of both ventricles and some dilatation of the aorta. There was a musical 
systolic murmur at the apex and a diastolic murmur to the left of the sternum. Blood 
pressure was 110/70. The electrocardiogram showed an early left ventricular strain 
pattern. At age 71 he complained of heaviness in the anterior chest on greater exertion, 
but there was no change in the findings. At age 73 anginal attacks had become frequent 
and were relieved by nitroglycerine. There was much enlargement of the left ventricle. 
There was a systolic thrill and a harsh systolic murmur at the aortic area, as well as a 
diastolic murmur that was transmitted to the apex. Blood pressure was 120/50. The 
electrocardiogram showed marked left ventricular strain pattern. 


Case 3. A man first seen at age 67 had no history of rheumatic fever or of a murmur. 
He had recently had an attack of severe tearing pain in the left chest. There was slight 
enlargement of the left ventricle. There was a harsh systolic murmur at the apex. Blood 
pressure was 150/90. The electrocardiogram was normal. He began to become dyspneic 
at age 74 and when seen at age 76 he had nocturnal paroxysmal dyspnea. There was some 
enlargement of the left ventricle and slight enlargement of the left auricle. There was a 
loud systolic murmur at the apex and a systolic murmur at the aortic area. Blood pressure 
was 170/100, and the electrocardiogram showed left ventricular strain pattern. At age 77 
he continued to have attacks of left ventricular failure. There was a harsh systolic mur- 
mur at the aortic area, louder than the one at the apex. There was no thrill. The electro- 
cardiogram showed left bundle branch block and partial heart block. 


Case 4. A man first seen at age 57 had known of a murmur since age 55. Chief com- 
plaint was weakness. There was moderate enlargement of the left ventricle and generalized 
dilatation of the aorta. The aortic second sound was accentuated. There was a diastolic 
murmur at the aortic area transmitted to the apex. At the apex there were a systolic 
murmur and a short faint presystolic murmur. Blood pressure was 155/90, and the 
electrocardiogram was normal. At age 60 there were no cardiac symptoms. The only 
change in the murmurs was that there was a rough systolic murmur at the aortic area. 
The electrocardiogram showed T; and Te lower. At age 61 there was no change and at 
age 63 no cardiac symptoms. There was moderate enlargement of the left ventricle and 
slight enlargement of the left auricle, as well as dilatation of the aorta. There was a 
harsh systolic murmur at the aortic area as well as a diastolic murmur which was trans- 
mitted to the apex. At age 65 he complained of attacks of weakness. There was little 
change in the findings except that the aortic systolic murmur was louder, although there 
was no thrill. Blood pressure was 140/90. The electrocardiogram showed left ventricular 
strain pattern. 


Case 5. A woman first seen at age 36 had no history of rheumatic fever but had known 
of a murmur since the age of 23. She had some dyspnea on exertion. The heart was not 
enlarged. A fairly loud systolic murmur was heard all over the precordium, loudest at 
the apex. Blood pressure was 120/70, and the electrocardiogram was normal. At age 49 
there were no new symptoms. There was moderate enlargement of the left ventricle and 
very slight enlargement of the left auricle. Harsh systolic murmurs were heard at the 
apex and at the aortic area. There was no thrill. Electrocardiogram was normal. At age 51 
there were no symptoms and the heart size was unchanged. At the aortic area one felt a 


‘systolic thrill and heard a harsh systolic murmur. Blood pressure was 140/90 and the 


electrocardiogram normal. At age 52 no change was observed. At age 54 there were no 
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cardiac symptoms. There was much enlargement of the left ventricle and some enlarge- 
ment of the right ventricle and left auricle. Murmurs were unchanged. Blood pressure 
was 120/70 and the electrocardiogram showed left ventricular strain pattern. 





Case 6. A man first seen at age 55 had no rheumatic history but had been told of a 
murmur at age 45. He had some dyspnea on exertion. The heart was not enlarged. There 
| was a systolic murmur at the apex transmitted to the axilla. There was a systolic murmur 

at the aortic area that varied with respiration. Blood pressure was 120/80 and the 

electrocardiogram was normal. At age 70 he had no significant cardiac symptoms. There 

was slight enlargement of the left ventricle and dilatation of the aorta. There was a harsh 

systolic murmur all over the precordium, loudest at the aortic area. Blood pressure was 

150/80. Electrocardiogram showed incomplete right bundle branch block, depressed 
RST segments in leads I, II, III, V3 to V6. 


-_ patients, on their first examination had apical systolic murmurs 
that varied much with respiration and that, at first, were interpreted as 
cardiorespiratory murmurs. 


Case 7. A man first seen at age 59 had been told that he had a murmur when he was 
44 years old although he had no rheumatic history. Since the age of 56 he had experienced 
heaviness under the sternum and choking on walking fast. When seen he could walk only 
four blocks before being halted by this distress. There was slight enlargement of the 
left ventricle. A musical systolic murmur was audible all over the precordium, loudest at 
the apex. It varied with respiration and with posture. Blood pressure was 160/80, and the 
electrocardiogram was normal. At age 60 the anginal attacks were more frequent and 
there was no change in the findings. At age 63 the symptoms were unchanged. There was 
moderate enlargement of the left ventricle and left auricle. The musical systolic murmur 
was heard all over the whole precordium, but loudest at the aortic area where a systolic 
thrill was palpable. Blood pressure was 150/80. The electrocardiogram showed early 
left ventricular strain. 


Case 8. A man aged 48 when first seen complained of substernal pressure and pain in 
the left arm on walking a few blocks. The aortic second sound was accentuated. There 
was a musical systolic murmur at the apex that disappeared on inspiration, as well as a 
systolic murmur at the aortic area. Blood pressure was 115/75, and the electrocardiogram 
was normal. At age 49 the signs and symptoms were unchanged. At age 50 musical 
systolic murmurs were heard at the apex and at the aortic area. Blood pressure was 
130/80. Electrocardiogram was normal. At age 63 he reported that he had been fairly well 
but that recently the anginal seizures had recurred, and that he fainted at times. There 
was moderate enlargement of the left ventricle and dilatation of the aorta. There was a 
harsh systolic murmur at the aortic area but no thrill. There was a loud systolic murmur . 
at the apex. Blood pressure was 115/70, and the electrocardiogram was normal. At age 67 
the only change noted was in the electrocardiogram which showed the pattern of early 
left ventricular strain. At age 68 he complained of nocturnal dyspnea. The physical findings 
were unchanged. There was no thrill. 





Case 9. A man aged 49 when first seen had no rheumatic history but had known of a 
murmur for one year. The heart was not enlarged. There was a musical cardiorespiratory 
systolic murmur at the apex. Blood pressure” was 150/80. The electrocardiogram was 
normal, At age 51 there was moderate enlargement of the left ventricle and dilatation of 
the aorta. The aortic second sound was accentuated. Systolic murmurs were heard at the 
apex and at the aortic area. Blood pressure was 190/110. The electrocardiogram showed 
low T waves in leads I and II. At age 52 the murmurs were unchanged, and the electro- 
cardiogram showed T waves in leads I diphasic and negative in lead II. At age 54 the 
left ventricle had become much larger, systolic murmurs at the apex and aortic area were 
loud. There was also a soft diastolic murmur to the left of the sternum. Blood pressure 
was 170/90. The electrocardiogram showed T waves negative in leads I, I] and CF4. 
The Mazzini reaction was negative. At age 57 he was dyspneic and orthopneic. There was 
much generalized cardiac enlargement. There was a systolic murmur at the apex and 
at the aortic area. Blood pressure was 140/80. At age 58 the heart failure was controlled 
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by treatment. There was a harsh systolic murmur with a slight systolic thrill at the 
aortic area. Blood pressure was 120/60. 


Pansy: there is a group of cases in which the diagnosis was more evident 
at the time of the first examination. They all presented rather harsh systolic 
murmurs at the aortic area, and the full signs of aortic stenosis developed 
gradually during the vears. 


Case ro. A woman aged 53 when first seen had no rheumatic history nor knowledge of 
a murmur. She complained of occasional retromanubrial constriction on walking a few 
blocks. There was some enlargement of the left ventricle, but no dilatation of the aorta. 
At the aortic area there was a systolic murmur as well as a diastolic murmur that was 
transmitted to the apex. Blood pressure was 130/65, and the electrocardiogram was 
normal. At age 55 the systolic aortic murmur had become musical and was also heard 
at the apex. Subsequent annual examinations revealed no change in symptoms or signs. 
At age 60 she had anginal pain on walking one block. There was moderate enlargement 
of the left ventricle. The murmurs were unchanged. Blood pressure was 160/90. The 
electrocardiogram showed early left ventricular strain. At age 61 there was a loud harsh 
systolic murmur at the aortic area and a less intense one at the apex. There was no 
thrill, and no diastolic murmur was audible. The electrocardiogram showed marked left 
ventricular strain. 


Case 11. A man aged 62 when first seen, had had no rheumatic fever but had known 
of a murmur since age 42. Recently he had developed left ventricular failure. There was 
some enlargement of the left ventricle and dilatation of the aorta. There was a harsh 
systolic murmur all over the precordium, loudest at the aortic area. Blood pressure was 
195/90. The electrocardiogram showed left ventricular strain. At age 63 he continued to 
have attacks of left ventricular failure associated with anginal pain. The heart was larger. 
A systolic thrill was felt at the aortic area where there was a harsh systolic murmur. 
There was a systolic murmur at the apex. Blood pressure was 180/100. The electro- 
cardiogram continued to show left ventricular strain. He died suddenly at age 64 after 
an operation for bladder tumor. 


Case 12. A man aged 39 when first seen had not had rheumatic fever but had known 
of a murmur since age 34. He had some dyspnea on climbing stairs. There was slight 
enlargement of the left ventricle. There was a harsh systolic murmur at the aortic area 
and a systolic murmur at the apex. Blood pressure was 110/70. The electrocardiogram 
showed left axis deviation. At age 42 dyspnea had become worse but there was no change 
in findings. At age 45 he had several attacks of shortness of breath and fainting. No 
change in physical findings. Electrocardiogram T; was very low. At age 47 he continued 
to have attacks of fainting. There was moderate enlargement of the left ventricle and 
diiatation of the aorta. At the aortic area there was a systolic thrill and a harsh systolic 
murmur that was transmitted all over the precordium. Blood pressure was 120/90, and 
the electrocardiogram showed left ventricular strain. 


Case 13. A man aged 43 when first seen had no rheumatic history and had been told 
of a murmur at age 42. The heart was not enlarged. There was a systolic murmur at the 
apex transmitted to the axilla and a rough systolic murmur at the aortic area. There 
was a diastolic murmur at the aortic area transmitted to the apex. Blood pressure was 
110/80, The electrocardiogram was normal. At age 47 there was slight dyspnea on stairs. 
There was some enlargement of the left ventricle. No change in the murmurs, blood 
pressure or electrocardiogram. At age 49 he complained of choking in the throat on 
climbing stairs. There was moderate enlargement of the left ventricle and dilatation of 
the aorta. The murmurs were unchanged. The electrocardiogram showed T, lower. At 
age 59 he had pressing anterior chest pain radiating to the back and to the throat on 
walking fast against the wind. There was moderate enlargement of the left ventricle and 
left auricle and dilatation of the aorta. At the aortic area there was a systolic thrill and 
a harsh systolic murmur. There was a loud systolic murmur at the apex. There was no 
diastolic murmur. Blood pressure was 90/60. The electrocardiogram showed left ven- 
tricular strain. 
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Case 14. A man aged 55 when first seen had had rheumatic fever with the develop- 
ment of a murmur at age 40. He complained of vague precordial pain. There was much 
enlargement of the left ventricle and some enlargement of the right ventricle and left 
auricle. There was a rough systolic murmur at the aortic area as well as a diastolic 
murmur which was transmitted to the apex. Blood pressure was 140/65. Electrocardio- 
gram showed a low Ts, negative Ts. At age 56 there was no change except that a systolic 
thrill had become palpable at the aortic area. At ages 56, 58 and 60 there was no change 
in the findings and the complaint was of occasional anginal pain. At age 61 there were no 
symptoms. There was much enlargement of the left ventricle with moderate enlargement 
of the right ventricle and left auricle. The murmurs were unchanged. Blood pressure was 
120/70. Electrocardiogram showed flat T:, negative T. and Ts. There was no further 
change at age 63 and age 66 except that dyspnea was becoming more evident. At age 68 
auricular fibrillation developed. There was increasing general cardiac enlargement and 
heart failure of which he died. 

Case 15. A woman aged 53 when first seen had no cardiac symptoms and no rheumatic 
history. There was a rough systolic murmur at the aortic area transmitted upward. 
Blood pressure was 90/75. At age 56 there were fleeting episodes of substernal oppression 
compelling rest, but no change in findings. At age 60 the anginal syndrome was well 
defined and disabling. There was much enlargement of the left ventricle. At the aortic 
area there was a systolic thrill and a harsh systolic murmur. Here there was also a 
diastolic murmur transmitted to the apex. Electrocardiogram showed negative T waves 
in leads I, II, III. At age 61 the only new finding was left bundle branch block. At age 63 
progressive heart failure developed, and death occurred from acute left ventricular failure 
with intense anginal pain that simulated a coronary occlusion. Autopsy revealed a very 
tight calcific aortic stenosis, much left ventricular hypertrophy, and minimal sclerosis 
of the aorta and coronary arteries. 


CHARACTER OF THE MURMUR 


I. ONE sees the patient at a very early stage in the development of the 
valvular lesion there may be only a soft systolic murmur at the apex or at the 
aortic area. In such instances the diagnosis cannot be made nor anticipated 
(case 1). A loud, harsh or musical systolic murmur heard all over the pre- 
cordium loudest at the apex does not permit a diagnosis of aortic stenosis, 
but the possibility of its presence should be considered and the patient should 
be further observed with this in mind. An apical systolic murmur that varies 
with respiration and with the position of the patient may be an early sign 
of aortic stenosis. The presence of an aortic diastolic murmur suggests that 
a systolic murmur is aortic rather than mitral in origin. A loud, musical, 
apical systolic murmur occurring after age 40 may be an early sign of aortic 
stenosis, and may in the course of time shift its position to become maximal 
at the aortic area. In other cases the murmur of aortic stenosis may be local- 
ized at the aortic area from the very anset. The problem then arises to 
differentiate it from the systolic aortic murmur that is so common in hyper- 
tensive patients or others with dilatation of the aorta. Here the quality of 
the murmur is of the greatest help. A harsh murmur should always arouse 
suspicion of aortic stenosis. The absence of hypertension or of aortic dilata- 
tion gives added significance. The presence of an aortic diastolic murmur 
in association with a harsh systolic murmur at the aortic area makes the 
diagnosis of aortic stenosis very probable. 

Leatham’ has described a typical phonocardiogram of aortic stenosis and 
believes that it may serve to distinguish the murmur of aortic stenosis from 
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that of mitral insufficiency. The murmur of aortic stenosis whether recorded 
at the aortic or mitral area rises to a peak in mid-systole and sharply 
diminishes or disappears before the occurrence of the second heart sound. 
The murmur of mitral insufficiency has less of a crescendo quality and occurs 
mainly in late systole and runs into the second heart sound. 

When serious heart failure develops a loud harsh murmur may become 
faint and soft, and the thrill may disappear. With recovery of myocardial 
function the original signs return. If a patient with aortic stenosis is seen 
for the first time during an episode of myocardial insufficiency the diagnosis 
may be overlooked completely. 

A systolic thrill at the aortic area gives conclusive evidence of aortic 
stenosis but is often absent or overlooked. A thrill was felt in only 23 of 108 
patients who had a systolic murmur in Karsner and Koletsky’s series,” and 
in 38 per cent of Anderson's proven cases of aortic stenosis.'” Only ten of 
the patients presented here who had been observed for many years developed 
a thrill. The thrill became apparent on the average 9.2 years after the initial 
examination. The systolic thrill of aortic stenosis is easily missed. It is felt 
hest by placing the hand with the distal ends of the metacarpal bones over 
the second right interspace, while the patient sits up, leans forward and 
expires deeply. 

Much has been written in regard to the absence of the second aortic 
sound as a diagnostic criterion of aortic stenosis. In the author’s experience 
this sign is of little value. The second aortic sound may be normal, accentuated 
or absent. 


OTHER DIAGNOSTIC SYMPTOMS 


= of the patients in this series had aortic insufficiency as well. In four 
cases it was present at the time of the first examination. In one case it 
appeared seven years later, in another five years after the aortic systolic 
murmur. In three cases the diastolic murmur disappeared after three, eight 
and 16 years, respectively (cases 9, 10 and 13). 

Seven of the 15 patients had symptoms of angina pectoris. Angina 
pectoris is quite common among patients with calcareous aortic stenosis."! 
This is not the place for a detailed discussion of its mechanism. Apparently 
two factors play a role. Extreme narrowing of the aortic orifice alone may 
impair the coronary blood flow to a degree sufficient to cause coronary 
insufficiency. There need be no accompanying coronary artery sclerosis 
(case 15). 

There is considerable disagreement in the literature as to the incidence 
of aortic and coronary sclerosis in patients with calcareous aortic stenosis. 
Some authors claim that such atherosclerosis is in inverse proportion to the 
degree of stenosis and suggest that the aortic narrowing protects the aorta 
from wear and tear of the impact of the systolic ejection.’ Others find that 
patients with aortic stenosis exhibit considerable sclerosis of the aorta and 


the coronary arteries.” * In some cases, certainly, coronary sclerosis plays a 
part in causing the anginal syndrome, and it seems probable that as a rule 
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the simultaneous narrowing of the aortic orifice and of the coronary arteries 
accounts for the frequency of evidences of coronary insufficiency. Yet these 
patients rarely develop myocardial infarction. Twelve of the 15 cases showed 
only the pattern of left ventricular strain in the electrocardiogram; one had 
right bundle branch block, and two left bundle branch block, in one case asso- 
ciated with partial heart block. In the presence of aortic stenosis sudden left 
ventricular failure often precipitates severe coronary insufficiency with intense 
anginal pain. 

The occurrence of angina pectoris in a patient with a harsh systolic mur- 
mur localized at any area of the precordium is very suggestive of calcareous 
aortic stenosis. Indeed, if one obtains a history from a patient that he has 
known of a murmur for years and that more recently he has developed the 
anginal syndrome, one can hazard a fairly accurate guess that he has cal- 
careous aortic stenosis. 

The size of the heart as determined by fluoroscopy or x-ray is of little 
value in the diagnosis. At first manifest hypertrophy is restricted to the left 
ventricle, but after years, particularly with the onset of heart failure, gen- 
eralized cardiac enlargement ensues. The diagnosis of calcareous aortic steno- 
sis can often be confirmed by visualizing the calcific valve by fluoroscopy.'” 
lor this the observer must be very well accommodated. 

Again this is not the place to discuss the etiology of calcareous aortic 
stenosis, whether rheumatic or atherosclerotic. Only two of these cases had 
had manifest rheumatic fever, although ten of them had been aware of the 
presence of a murmur an average of nine years before their first examination. 
It would appear that these patients had had rheumatic valvular disease. It 
is striking, however, that during the many years of observation none of the 
patients experienced any recognizable rheumatic episodes, in spite of the fact 
that their valvular lesion steadily progressed. It seems probable that in many 
instances an atherosclerotic process is superimposed on an aortic valve orig- 
inally damaged by rheumatic infection. In another study soon to be published 
evidence to support this view will be presented. 


SUMMARY 


The physical signs and symptoms of calcareous aortic stenosis are dis- 
cussed in the light of their gradual evolution in 15 patients who were 
personally observed for from two to 20 years, on the average 11.5 years. 
Long before the pathognomonic thrill appears the diagnosis may be sug- 
gested by the presence of a harsh or musical systolic murmur. This mur- 
mur may be heard all over the precordium; it may be loudest at the apex 
or at the aortic area. This murmur becomes more significant if it is aecom- 
panied by an aortic diastolic murmur or by the anginal syndrome. In 
patients in whom the murmur initially is heard loudest at the apex, the 
point of maximum intensity gradually shifts to the aortic area, and then 
a systolic thrill may become palpable in the second right interspace. In 





GERIATRICS 





this series progress of the valvular lesion was not associated with any 
manifestations of recurrent rheumatic activity. 
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Schixophrenic Reactions in Mental Hospital Patients 
William Forster, M.D. 


THE paraphrenic type of schizophrenia preponderates over all other types in 
middle and old age and is by far the most important type in the causation of 
long-stay illness from middle age onwards. In old age, paraphrenic reaction 
is virtually the only type which occurs. Of 178 female and 81 male aged 
patients in a mental hospital, the great majority breaking down before the 
senium did so in middle or late middle life and remained continuously at the 
hospital. Schizophrenia accounted for 55 per cent of the females breaking 
down before the senium and affective reactions for 53 per cent of the males. 

Affective and schizophrenic reactions occur in the senium both inde- 
pendently of and combined with signs of dementia. Probably the only true 
senile psychoses are simple deterioration and deterioration with secondary 
delusions. In other varieties, the affective and schizophrenic components 
should be seen as such and as independent of the primary psychosis, though 
possibly the result of disinhibition. 

Little difference is seen in paraphrenic schizophrenia occurring after the 
age of 60 as compared with this type of breakdown occurring earlier. While 
half of the cases of senile psychosis are simple deterioration, about a quarter 
of the group indicate a paranoid picture plus dementia and the remainder have 
features which, in the absence of dementia, would have placed the patients in 
the manic depressive group. 


‘The aged mental hospital patient. Canad. M.A.J. 68: 29-32, 1953. 




















Urological Surgery 
After 80 Years of Age 


E. Humber Burford, M.D., F.A.C.S. 


TATISTICS for this report were derived from a series of 204 patients, 

each 80 years of age or more, on whom various urological surgical pro- 

cedures were performed. The period chosen was arbitrarily divided 
into the pre-antibiotic period and the antibiotic period. The dividing line 
was considered to be 1941 when the use of antibiotics first became more or 
less routine. Of the 204 cases, 194 were male and 10 were female. The oldest 
patient on record was 96 and the average age of the entire group was 
84 years. 

Each geriatric patient facing surgery should have a comprehensive evalu- 
ation of physical fitness, including a careful history and physical examination, 
and accurate appraisal of the important organ systems, especially the cardio- 
vascular and renal. Cardiovascular disease is by far the most common cause 
of death in older persons undergoing surgery. The advice and assistance of 
the internist and cardiologist should be sought before and after surgery in 
all borderline cases. In this series hypertension was encountered in 19 
patients, with pressure readings varying from 160/100 to 274/110. Cardiac 
conditions such as severe myocarditis, coronary occlusions, cardiac decom- 
pensation were observed in 29 cases or 16 per cent. Other previous or con- 
comitant pathology surmounted in nine cases were apoplexy, gastric ulcers, 
diabetes mellitus, single kidneys, metastases and active hemorrhage. As the 
regenerative capacity of the hematopoietic system in the older patient is 
reduced, his recovery from loss of blood is slower and transfusions are even 
more essential for uncomplicated and speedy convalescence. On admission 
the lowest non-protein nitrogen was 27 mg. per cent, average 41, and highest 
100 mg. per cent. 

The old adage of being able to “smell a prostatic a block away” no longer 
pertains, thanks to antibiotics. These are particularly important to the 
geriatric surgical patient whose leukocytic response to infection is slower. 
This study demonstrates that antibiotics- have certainly played a part in 
decreasing mortality as well as morbidity, since mortality in the first 75 
cases operated in the pre-antibiotic period was 16 per cent compared to a 
5 per cent mortality in the last 75 cases submitted to surgery in the period 
of antibiotics. Liberal use of antibiotics prophylactically as well as thera- 
peutically is heartily recommended. 

Of almost equal value is the proper maintenance of fluid balance. Water 
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is the safest and most effective diuretic. Edema may be controlled by regu- 
lating water and sodium chloride intake. In cases of cardiac decompensation 
the services of an internist or cardiologist should be enlisted. 

In many leading clinics consulation with the department of anesthesiology 
assures a safer and smoother surgery and immediate postoperative course. 
Prior to 1930, cyclopropane and nitrous oxide were standards of general 
anesthesia on this series of patients. From 1930 to 1941 spinal anesthesia 
was used almost exclusively. Since the introduction of Pentothal sodium, 
it has been employed by the author for all octogenarians without an anes- 
thetic fatality. 

Cancer incidence was 60 cases or 29.4 per cent of the entire series. This 
figure is admittedly high due to the advanced age of this group. Twenty- 
seven, or about half of these carcinomas were of the urinary bladder, and 
of these cases, 20 were male and seven female. The unusual feature here was 
that of ten females in the entire series, seven had neoplasms and all of these 
were of the bladder. There were 31 cases of carcinoma of the prostate, and 
two neoplasms of the kidney. 

Nineteen vesical calculi were included in this series, ten removed by 
cystotomy and nine by litholapaxy. 

Duration of symptoms varied from as short a time as 24 hours to 17 
years with an average of 2.9 years before seeking urological assistance. 


HOSPITALIZATION 


i - DATA on hospital stay was divided into days of hospitalization before 
and after surgery. Excellent morbidity percentages are advanced by some 
authorities with the explanation that an extremely short hospital stay is a 
necessity with the geriatric patient. Experience with this entire series of 
cases has shown that the average poor physical condition of patients on 
admission makes desirable a longer preoperative period of preparation and 
acclimatization to the change in routine. Frustration incident to the strange 
surroundings of the hospital, its routine, and change in diet is likely to pro- 
duce irreversible mental trauma in the geriatric patient. In most cases the 
longer preoperative period encourages adjustment to the new situation and 
prevents this. It was considered to be to the octogenarian’s advantage to 
delay surgery wherever possible until he was properly evaluated and adjusted. 

The more lengthy postoperative period in this series cannot well be com- 
pared with any previously reported group as it includes all types of urological 
surgery. It must be remembered that old tissues heal just as slowly now as 
they did in the past. According to Du Nouy’s formula, wound repair requires 
an additional day for every additional five years of age in the geriatric 
patient. Of the total cases operated upon in the past ten years, only nine of 
138 cases were offered surgery in the first 24 hours after admission, com- 
pared to 13 out of 66 in the period prior to 1941. The average pre- and post- 


operative stays were as follows: 
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UROLOGICAL SURGERY AFTER 80 Em: 


Days before surgery Days after surgery 


Entire series 6 16 
Prior to 1941 (Pre-antibiotic period).... 4 24 
Last 10 years (Antibiotic period ) 7 14 
Last 5 years..... » 6 12 


Thus in the past ten years the average preoperative hospital stay has 
increased from four to seven days, while the postoperative stay has been 
shortened from 24 to 14 days with all types of surgery. During the past five 
years the average preoperative stay has been further shortened to six days, 
while the postoperative period has been reduced to an average of 12 days. 


RESULTS 


A NY PATIENT dying within six weeks of surgery was considered an opera- 
tive death. The overall surgical mortality for the entire series was 8.8 per 
cent. For the period prior to 1941 there were 12 deaths in 66 cases of all 
types of surgery on those over 80, or a surgical mortality of 18 per cent, 
comparing favorably with Young of Johns Hopkins Hospital with 16 per 
cent on which he reported only prostatectomies. The last ten years showed 
six surgical deaths in 138 cases or 4.3 per cent. For the past two years, there 
was one death in 33 cases or 3 per cent. The operative mortality for transu- 
rethral resections for the entire series was 5.5 per cent; for the period prior 
to 1941, 13 per cent; and for the past 10 years, 2.3 per cent which compares 
well with the 2.6 per cent reported by Latchen and Emmett of Mayo Clinic 
in 1945. For the past four years the operative mortality for transurethral 
resections of 1.6 per cent compares favorably with that of 3.1 per cent 
reported by Taylor in 1951 of his series since 1945. 

Of the total of 18 operative deaths for the entire series, cardiac deaths 
claimed seven, emboli four, uremia two, edema of lungs two, pneumonia two, 
and apoplexy one. The two cases of uremia had severe pyelonephritis and 
there were three others with advanced carcinomas. The two cases of pneu- 
monia and two of pulmonary edema occurred prior to 1941, the pre- 
antibiotic period. 

CONCLUSIONS 


1. Physical condition rather than age should determine elective surgery 
on the aged. . 


2. Proper preparation with adequate hospital acclimatization is essential 
to the geriatric patient. 
3. Surgery of short duration with a minimum of general anesthesia 


should be employed. 
+. Whole blood transfusions during or immediately following surgery 
should be administered when indicated. 


st 


Liberal use of antibiotics both pre- and postoperatively spare much 
morbidity and help prevent mortality. 
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6. Vitamin, liver and iron preparations hasten recovery particularly with 
the octogenarian. 
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Preoperative Transfusions for the Aged 
Robert Elman, M.D. 


OPERATIVE procedures are better tolerated by geriatric patients if blood deficits 
are corrected preoperatively rather than waiting to transfuse only in case of 
circulatory impairment during or after surgery. Blood volume studies give evi- 
dence that blood deficits may be associated with advancing age and that pre- 
operative replacement is sound preventive therapy. 

Postoperative mortality was only 8 per cent in 100 elderly surgical patients 
given enough blood before operation to restore calculated blood volume to a 
normal mean, whereas a 17.4 per cent mortality occurred in a comparable group 
of 190 elderly patients given blood based only upon bedside indications. Analy- 
sis of the causes of death in the two groups upsets the supposed danger to the 
cardiovascular system of giving blood transfusions to elderly patients. No 
deaths occurred from postoperative shock or cardiac failure in patients receiv- 
ing preoperative blood replacement, whereas ten deaths from cardiac failure 
and three from postoperative shock occurred in the other group. 

Blood volume deficits are much more hazardous in operating on older than 
on younger patients. At the same time, mistakes in correcting deficits are more 
serious in older than in younger patients. Because of a larger amount of fatty 
tissue, older individuals have a lower total blood volume per kilo of body 
weight; hence, present methods of blood volume measurement may lead to 
difficulty if applied uncritically 


Preoperative transfusions in geriatric surgery. Arch. Surg. 65: 805-807, 1952. 

















Fstrogen-Androgen Mixtures 
in the Climacteri1um 


A Report of 29 Cases 


Ann M. Shearman, M.v., Mildred Vogel, M.s. 
and Thomas H. McGavack, M.D. 


HE PURPOSE of this investigation was to determine the effectiveness of 

a combination of estrogen and androgen in relieving the symptom- 

complex of the climacterium in women. An evaluation of the results 
has been based upon the therapeutic usefulness of such an estrogen-androgen 
mixture in treating the climacteric woman as compared with the effective- 
ness of estrogen or androgen alone. 


METHODS AND MATERIALS 

Drug preparation. The preparation used in the present study was one 
which combined 0.25 mg. of diethylstilbesterol and 5.0 mg. of methyl- 
testosterone in a single tablet. Tablets containing the same amount of either 
the estrogen or the androgen were administered to a majority of the subjects 
either before or after each had received the combined preparation. A placebo, 
physically indistinguishable from the potent preparations, was employed dur- 
ing the periods of control. 

Subjects. Of the 29 women who were the subjects of this investigation, 
five were postmenopausal, nine surgically castrated, five menopausal, nine 
were menstruating irregularly, and one patient had had a_ unilateral 
oophorectomy and hysterectomy. Only those women whose menses had 
ceased within the preceding three years were included in the menopausal 
group. Ages varied from 23 to 59 years. All subjects were experiencing symp- 
toms associated with the climacterium. 

Vaginal smear study. With a few exceptions, vaginal smears were taken 
daily by the subject during both the periods of control and the periods of 
drug administration. Vaginal smears taken during the initial control period 
were classified as to type according to accepted criteria’ and alterations 
appearing subsequent to hormone administration were evaluated on a basis 
of such earlier observations. Technique of taking smears, methods of staining 


and of recording observations have been described elsewhere. 
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Dosage. Each preparation was administered in a daily dose of one tablet 
and administration was continued until such time as it produced no further 
improvement. Thereafter, in a majority of the cases, the daily dose was 
increased by one or more tablets in order to obtain a maximum therapeutic 
effect. Determination of the degree of improvement in each instance was 
based upon the week to week history of alterations in symptoms but chiefly 
upon an accurate record of the number of “‘flushes’’ experienced by the 
patient. The patient’s symptoms, not the vaginal smears, were used as 
criteria for determining (a) duration of administration of a potent prepara- 
tion, (b) degree of increase in the daily dose, and (c) time for reinstitution 
of a control period and use of the placebo. 


RESULTS 


Rconsiraces: PERIODS of from one to ten weeks (average +.0 weeks) were 
established before the administration of hormone therapy except in five sub- 
jects whose symptoms were of such severity that immediate treatment was 
deemed advisable. Subsequently, control periods of from one to 14 weeks 
(average 4.8 weeks) were instituted between the administration of one and 
another of the potent preparations. 

Twenty-nine subjects received the estrogen-androgen mixture in a ratio 
of 1:20 in a series of 65 trials. In 30 of the trials the mixture was admin- 
istered in a daily dose of one tablet and observations were made over a 
period of from two to 11 weeks (average 4+.8 weeks). Maximum improve- 
ment was achieved by the fourth or fifth week in a majority of cases. In 
eight subjects there was a temporary exacerbation of symptoms at the end 
of that time, severe enough in only one case to necessitate the discontinuance 
of therapy. Three of these eight subjects had had an increase in symptoms 
during the first week of treatment. An additional three subjects experienced 
ail increase in symptoms during the first week of therapy only. A smooth 
course of improvement was observed in 19, only three of whom reported com- 
plete disappearance of flushes. , 

The estrogen-androgen preparation was used in increasing doses over a 
period of from one to four weeks in a series of 35 trials in 16 patients. When 
the mixture was used in doses of from two to five tablets daily (representing 
0.5 to 1.25 mg. of diethylstilbesterol and 10 to 25 mg. of methyltestosterone ), 
it was possible to effect further improvement in 15 of the 16 patients treated ; 
the symptoms of one patient were moderately increased by increasing the 
dose to two tablets daily. Of the 15 subjects who showed improvement on the 
larger doses, four reported the complete disappearance of flushes on two 
tablets daily in two cases and on three tablets daily in two cases. In three 
instances symptoms remained unchanged by the first or second increase in 
dose but were improved on increasing the dose to three and four tablets daily, 
respectively. One patient experienced a temporary exacerbation of symptoms 
on a daily dose of two tablets but responded well when the dose was increased 


to three tablets daily. Seven patients showed progressive improvement with 
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TABLE I 
COMPARISON OF RESULTS OF TREATMENT WITH ESTROGEN, ANDROGEN, AND ESTROGEN-ANDROGEN MIXTURE 
Complete RESULTS 
—Number of Trials— Remission No 
In- Total of Change in Increase in Unim- 
Single creased No.of Symptoms Improved Symptoms Symptoms Improved _ proved 
Therapy Dose* Dose** Trials No. % No. % No. % No. % No. % No. % 
Estrogen- 30 ‘ 5 16 20 68 Cees 5 16 
androgen : 35 ; 4 I! 25 72 42% a. : 
65 9 14 45 69 4 5 - "2 54 83 Il 17 
20 ‘ 6 30 10 50 4 20 
Estrogen : 4 ' t 2 : 25 2 50 
; : 24 7 29 It 46 2 8 4.29 18 75 6 25 
18 : : 4. 316 9 50 6 34 
Androgen ‘ 18 : I 5 9 50 2 21 6 34 
36 4 II 18 50 2! %6 eo" 33 22 61 14 39 





*Single dose: 0.25 mg. diethylstilbesterol and 5.0 mg. methyltestosterone. 
**Increased dose: From 0.50 mg. diethylstilbesterol and 10.0 mg. methyltestosterone to 1.25 mg. and 25.0 
mg. of each, respectively. 
g I 


each increase in the dose administered up to and including five tablets daily. 

Improvement for the group to whom the combined therapy was admin- 
istered was 83 per cent (65/54) as compared with 75 per cent (24/18) and 
61 per cent (36/22) for the groups receiving estrogen and androgen prep- 
arations, respectively. Of the subjects reporting improvement, however, only 
14 per cent (65/9) of those receiving the mixture and 11 per cent (36/4) 
receiving the androgen preparation reported a complete remission of symp- 
toms, whereas 29 per cent (24/7) of the patients receiving the estrogen expe- 
rienced a complete remission of symptoms. 

Of the patients who reported no change or an increase in symptoms dur- 
ing treatment, 17 per cent (65/11) received the estrogen-androgen mixture, 
25 per cent (24/6) and 39 per cent (36/14) received the estrogen and the 
androgen preparations, respectively (table 1). 

The difference between the number of patients reporting improvement 
during the administration of the estrogen-androgen mixture and the number 
responding well to the androgen therapy is statistically significant. 

Alterations in the vaginal smears were observed in the majority of sub- 
jects to whom the estrogen-androgen preparation and the estrogen prepara- 
tion had been administered, or 59 per cent (22/13) and 56 per cent (18/10), 
respectively. However, the degree of cornification produced by estrogen alone 
was greater in 39 per cent of the cases than the response observed following 
use of the mixture. Symptomatic relief occurred prior to the appearance of 
changes in the vaginal smears and the degree of symptomatic relief was not 
quantitatively related to the degree of follicular reaction observed in the 
vaginal smears. In a number of patients, there was an acknowledgment of 
improvement when objective changes were absent. 


SUMMARY 
1. Twenty-nine climacteric women received an estrogen-androgen mix- 
ture in a ratio of 1:20, and 18 of their number received, in addition to 
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the mixture, the estrogen and the androgen alone to a total of 125 
tests. 


~ 


2. Diethylstilbesterol and methyltestosterone were employed as a com- 
bined tablet containing 0.25 mg. of the estrogen and 5.0 mg. of the 
androgen. Tablets containing the same quantity of estrogen or 
androgen were also administered. 


ww 


Daily vaginal smears were taken for a control period of approximately 
four weeks and, thereafter, for an average period of approximately 
four weeks while on therapy. A majority of the subjects to whom the 
mixture and estrogen had been administered showed alterations in the 
vaginal smears but the degree of follicular response was greater with 
the estrogen alone than when combined therapy had been given. 

4. In the group of patients receiving the estrogen-androgen mixture 83 
per cent of cases reported improvement, only 14 per cent of whom had 
a complete remission of symptoms. Corresponding figures for the 
estrogen and androgen materials, respectively, were 75 and 29, respec- 
tively, and 61 and 11, respectively. 
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Hemorrhoids: A Gerzatic Problem 


J. F. Montague, M.D. 


MuscuLak atony in the hemorrhoidal veins and levator ani is largely respon- 
sible for piles. Even early lesions indicate senile change. In addition to surgery, 
the patient should have a thorough physical examination, including an endo- 
crine survey, to determine why vascular tone is poor. 

Treatment depends on the types of abnormality observed. Smooth muscle 
tone is particularly affected by secretion of the gonads, pars nervosa of the 
pituitary, and perhaps other glands. Levator ani muscles, which protect the 
anus and rectum from abdominal pressure, are especially stimulated by andro- 
gens. Senile changes therefore may result from whatever affects the endocrine 
system, including chronic intoxication, faulty nutrition, or anemia. 

When vascular tone is lost, vessel walls are further weakened by any 
mechanical interference with blood flow. Hemorrhoids are exacerbated by 
heart failure or hepatic cirrhosis with portal congestion, or increase of abdomi- 
nal pressure by obesity, pregnancy, chronic cough, constipation, diarrhea, or 
an obstructed bladder. 


“Hemorrhoids: a geriatric problem at any age. J. Internat. Col. Surg. 18: 940-946, 1952. 

















EDITORIAL 


Perry Pepper Writes on Gerzatrics 


ECENTLY Dr. O. H. Perry Pepper 
R of the University of Pennsylvania 
wrote a delightful article on the “Past, 
Present and Future of Geriatrics.” He 
said that the Greeks divided life into 
four periods. A child was a pais, from 
which we get our term pediatrics. Then 
came the stages of ephebos and aner, 
and finally an old man was a geron, 
from which our term “geriatrics” 
comes. The other part of the word is 
derived from the Greek iatrike which 
meant medical treatment. 

The other term, “gerontology,” has 
a wider meaning in that it takes in all 
knowledge about the aged, and is not 
limited to the medical aspects of the 
subject. It was not until 1914 that the 
term geriatrics came into use following 
the publication of a textbook on the 
subject by Nascher. There was interest 
in the diseases of the aged before 1914, 
but it was mainly restricted to a study 
of longevity and its causes. 

Much speculation then centered on 
the factors which predisposed to longev- 
ity. Many persons put most of the blame 
for short lives on alcohol, but as Ben- 
jamin Franklin once wrote, “One sees 
more old drunkards than old doctors.” 
Osler with his great wisdom said, so 
rightly, “If you would live long, choose 
your parents carefully.” He realized 
that much depends on the quality of 
arterial tissue which the individual has 
inherited. Later Raymond Pearl gath- 
ered statistics to prove that Osler was 
right, and the surest way in which to 


live long was to choose four grandpar- 
ents and two parents whose ages at 
death added up to 500 years. According 
to Perry Pepper there are now a mil- 
lion people in this country older than 80. 

He feels that the practice of geriatrics 
has as its primary objective not merely 
the prolongation of life but the improve- 
ment of the state of health of persons 
who reach old age, and the improve- 
ment of the diagnosis and treatment of 
the infirmities of the old. “No one wants 
to live long unless his health is reason- 
ably good.” 

As Perry Pepper said, the big ad- 
vance came when we physicians began 
to see that the diseases that afflict the 
aged are not necessarily inevitable ; 
something can sometimes be done to 
stave them off. 

Many physicians will be interested in 
Pepper’s explanation of the symbolic 
and allegoric language which is used in 
the Bible to describe the changes that 
take place in old age. “In the day when 
the keepers of the house shall tremble, 
and- the strong men shall bow them- 
selves and, the grinders cease because 
they are few, and those that look out of 
the windows be dark.” We all know 
that the aged are inclined to tremble, 
their legs become weak, their backs may 
bow over, their teeth may become few, 
and their eyes may be blinded by cata- 
racts. 

The later remarks in the Bible are 
not so clear, but they seem to refer to 
the tendencies to early waking of the 


150 








160 


aged, to dizziness, to graying of the 
hair, and to the weakening of the sexual 
organs. 

Perry Pepper goes on to speak of 
the recent book by Robert T. Monroe 
on Diseases in Old Age. In this book 
Monroe discusses the results of 7,941 
examinations of persons over 61 years 
of age. Interesting is Monroe’s state- 
ment that some 41 per cent of the aged 
persons studied did not seem to have a 
normal nervous system or normal men- 
tal status. Many more seemed to be 
poorly adjusted in one way or another. 
They showed psychoneurotic reactions, 
often arising out of the tragedies of life: 
loneliness, the deaths of dear ones, loss 


Longevity 


HILE medical science has great- 

ly extended life expectancy, lon- 
gevity will not be truly desirable until 
the aged person enjoys good health 
and is accepted as a useful member of 
society. In the quest for longevity, the 
need for making old age enjoyable and 
free from suffering has often been by- 
passed. Under the stress and strain of 
modern life, man does not die but 
slowly kills himself. 

Chronic illness must be tackled with 
as much enthusiasm as is used in fight- 
ing the infectious diseases. While the 
physiological life of man should be 100 
years, few reach that age, and decay 
creeps in after the age of 50. This de- 
cay can be postponed by detection of 
minor defects, proper care, and early 
treatment of the degenerative changes. 

Social and economic needs are also 
important, however. With only nine 
out of each 100 Americans able to re- 
tire at 65 and over 50 per cent requir- 
ing financial aid of some kind, the eco- 
nomic problem is serious. Most indus- 
tries still refuse to employ workers past 


Longevity. J.M.A. Georgia 51: 348-351, 1952. 
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of occupation, and the loss of financial 
independence. In other old people men- 
tal changes were the result of disease of 
the heart and the kidneys and the blood 
vessels. As Pepper says, many a man 
who was thought to be slipping into 
senile dementia brightened up when 
the circulation of his brain was im- 
proved by appropriate treatment. 
Perry Pepper feels that one of the 
ereatest advances in geriatrics has come 
through the improvements in surgical 
technic which have made it possible for 
the aged to be operated on without too 
alarming a mortality rate. Today many 
persons past 80 years of age are oper- 
ated on with satisfactory results. 
WALTER C. ALVAREZ, M.D. 


Eustace A. Allen, M.D. 


65, and few persons can save enough 
during 40 productive years to retire at 
that age. 

While much valuable ability and ex- 
perience is thus lost, an even greater 
tragedy is the older person’s feeling of 
futility and uselessness. Residence with 
children or relatives is no solution, and 
few older people wish to live in an old 
folks home. Consequently, the elderly 
are afflicted with idleness and_bore- 
dom, producing frustration, The re- 
sulting unhappiness stimulates disease 
or aggravates existing disabilities. 

I-xtension of retirement ages, social 
emphasis on utilization of leisure, and 
recognition of the old person as a valu- 
able citizen must be met by society. 

The medical profession’s contribu- 
tion should be increased work in geri- 
atrics. Preventive medicine must be 
recognized as just as essential in old 
age as in childhood. Control and treat- 
ment of degenerative diseases should 
be started early, when diagnosis and 
proper care can restore many persons 
to good health. 














SOCIOMEDICAL PROGRESS 


Devoted to constructive correlation of sociological 
and medical problems of the aging .. . 





Mailed Responses to a Popular 


Magazine Article on Geriatrics 


HE Reader's Digest, unquestionably 
epee most widely distributed maga- 
zine of its kind in this country, has 
regularly carried articles relating to 
health. These articles have been con- 
cerned with such topics as nutrition, 
new drugs, hospital and medical care, 
physical and mental hygiene, and simi- 
lar subjects. In 1949 the Reader's 
Digest published 28 articles dealing 
with various health problems ; in 1950 
the number of such articles increased 
to 31. In recent years the magazine 
has averaged more than two _ health 
articles per issue. 


ARTICLE ON GERIATRICS 


In March, 1949, the Reader’s Digest 
carried an article entitled, “To Add 
Years to Your Life,” a four-page con- 
densation of an essay by Francis and 
Katharine Drake which appeared si- 
multaneously in the March 1949 issue 
of the American Mercury. Placing 
emphasis upon periodic health check- 
ups by an experienced geriatrician and 
upon the importance of nutrition, the 
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article was written in an easily read- 
able style and addressed to persons 
over age 40. In the opinion of the pres- 
ent writer, the article was not unusual 
or outstanding. 

The concluding paragraph of the 
Drake article declared that first-class 
private geriatric care was available in 
California, Indiana, Missouri, Nebras- 
ka, New York, Pennsylvania, Rhode 
Island, South Carolina, and Washing- 
ton, D. C. The reader was asked to in- 
quire for more specific information at 
the office of his county medical asso- 
ciation. In the entire article a single 
reference was made to the American 
Geriatric Society—a simple statement 
in the concluding paragraph to the ef- 
fect that the society had headquarters 
in Minneapolis. Nowhere in the arti- 
cle was correspondence invited. 

Within a few months, much to its 
surprise, the publication office of Gert- 
atrics, located in Minneapolis, received 
hundreds of letters from persons who 
had read the Reader's Digest article. 
Although a few of the letters were 
stimulated by the unabridged version 
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of the article appearing in the Ameri- 
can Mercury, it is clear that the con- 
densation was primarily responsible 
for the huge volume of mail. By the 
end of 1951 more than eleven hundred 
communications had been received. 
The mail is still coming in, although 
four years have elapsed since publica- 
tion of the article. 

Through the courtesy of the staff of 
Geriatrics, we have been privileged to 
analyze a large group of the earliest 
letters and post cards received. The 
more recent mail is not included in 
this study. 

It is probable that many more letters 
were written than were received at 
the publication office. Some of the let- 
ters received were originally sent to 
individuals or organizations outside of 
Minneapolis, who then mailed them to 
Geriatrics. Many of the letters delivered 
were improperly addressed. As a mat- 
ter of fact, after reviewing the data, we 
are impressed with the resourcefulness 
of the post office department. Many 
of the letters must have been returned 
to senders because of insufficient ad- 
dress or ended in the dead letter office. 

No information exists on the number 
of inquiries which were sent to county 
medical societies or individual practi- 
tioners as a result of publication of the 
article. Inasmuch as contact with medi- 
cal societies was specifically invited in 
the article, it is reasonable to suppose 
that the number of such communica- 
tions far exceeded the number of let- 
ters which found their way to the staff 
of Geriatrics. : 

The response to this article is not 
surprising in view of the great popu- 
larity and tremendous circulation (said 
to be over nine million) of the Reader's 
Digest. Although the large number of 
letters received is impressive, we must 
not lose sight of the fact that only 
about one reader in ten thousand wrote 
a letter or card covered by this in- 
quiry. It is possible that the letter 
writers are not typical of Digest read- 
ers, being a highly motivated and, of 
course, a self-selected group. There is 
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need for a thorough study of carefully 
chosen samples of readers of popular 
magazines which feature health ar- 
ticles. 


VERSUS 
RESPONSES 


HANDWRITTEN TYPEWRITTEN 
Of the 925 letters and cards covered 
by this study, 388 were written by 
hand and 537 were typewritten. Al- 
though typewritten letters predomi- 
nate, this is explicable in terms of the 
overwhelming number of them that ar- 
rived in the months immediately aiter 
publication of the article. Typewritten 
letters and cards dated between Feb- 
ruary and June 1949 outnumbered 
handwritten ones by four to one. Be- 
yond Jvae 1949 the handwritten cor- 
respondence was received twice as of- 
ten as the typewritten kind. This prob- 
ably is due to the fact that copies of 
the publication under review here were 
handed down to persons of lower eco- 
nomic level. This assumption is sup- 
ported by the finding that cards and 
letters postmarked after June 1949, on 
the average, exhibited sentence struc- 
ture of poorer quality, smaller vocabu- 
lary, a larger number of misspelled 
words, and other criteria of low educa- 
tional level. Also there were fewer 
business letterheads. It is noteworthy, 
however, that there was no important 
difference in the nature of the requests 
made at various times during the pe- 
riod covered by this study ; at all times 
the most frequent request was for the 
name and address of a geriatric clinic 
or geriatrician. 


SEX OF RESPONDENTS 


Analysis showed that 392 of the re- 
spondents were male, 411 were female, 
and the sex of 122 writers was un- 
known. Letters in which the authors 
used only initials in representing their 
given names, and in which there was 
no other information identifying the 
sex of the writer, were placed in the 
unknown category. It is significant 
that there was no appreciable differ- 
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ence in the response of the two sexes, 
assuming that men and women avail 
themselves of the Reader’s Digest in 
about equal numbers. It is also deserv- 
ing of mention that sex parity in re- 
sponses was maintained throughout the 
time period covered by this study. 


AGE OF RESPONDENTS 


Table I shows the age distribution of 
the men and women who responded to 
the article; unfortunately, only a small 
percentage of the writers volunteered 
information on age. 


TABLE I 
AGE DISTRIBUTION OF 131 PERSONS RESPONDING TO A 
POPULAR MAGAZINE ARTICLE ON GERIATRICS 





Sex 

Age Male Female Unknown 
35 and under I 0 0 
360-45 3 II 2 
46-50 6 1! I 
51-55 13 6 9) 
56-60 11 6 a) 
61-65 15 10 a) 
66-70 6 10 3 
71-75 5 4 I 
76-80 3 2 Oo 
81-85 oO oO oO 
86-90 I a) (a) 

Totals 64 60 7 
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group. To obtain the total number of 
people involved, and then to get the 
distribution of age groups (which adds 
to 100 per cent), would involve apply- 
ing the U. S. population estimates for 
the various age groups against the 
penetration percentages quoted. It is 
clear, however, that the lowest pene- 
tration percentage relates to the age 
group of 45 and over. 


REQUESTS MADE BY RESPONDENTS 


The letters contained a wide variety 
of requests, some mentioning two or 
three types of service desired. This ac- 
counts for the fact that the number of 
requests made exceeds the number of 
letters received. A statistical analysis 
of the data yields the following break- 
down: 
TABLE II 

REQUESTS MADE BY 925 PERSONS RE- 


POPULAR MAGAZINE ARTICLE ON 
GERIATRICS 


NATURE Ot 
SPONDING TO A 








In this connection, a personal com- 
munication from John F. Maloney, re- 
search director of Reader's Digest, may 
be of interest. Writing on November 
11, 1949, he referred to a readership 
survey made for Reader's Digest and 
based on 11,506 interviews from which 
age-group penetration percentages 
were developed. The figures relate to 
the United States. 


Name and address of the nearest 


geriatric clinic or geriatrician 752 
Information about the American 

Geriatrics Society 36 
Titles of books and/or journa!s 

dealing with geriatrics 33 


Request for an appointment at the 

“Minneapolis Clinic” and/or for 

information about this clinic 25 
Information on the procedures used in 

geriatric clinics; the cost of geriatric service 17 
Information on how to start a 


geriatrics clinic 4 
Information of various kinds, including 

health literature 184 

Total 1051 








PENETRATION 


AGE PERCENTAGES 
15-19 : ; 28.4 
20-29 rao pee seh 21.6 
30-44. ; 26.3 
45 and over , : 19.7 





These penetration figures, of course, 
do not add up to 100 per cent. They 
are penetration figures within each 


Under the heading of “Information 
of various kinds, including health liter- 
ature,” we have subsumed requests for 
various types of literature (calorie 
charts, diets, pamphlets dealing with 
various diseases ), requests for medical 
advice and interpretation of symptoms, 
and even requests for drug prescrip- 
tions which personal physicians were 
unwilling to issue. The category also 
includes requests for information about 
hobbies, homes for the aged, career 
possibilities in the geriatric field, and 
training opportunities. 

The article carried no mention of a 
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Minneapolis geiiatric clinic. It appears 
that some of the readers of the article 
jumped to the conclusion that such a 
clinic was operated in Minneapolis. 

Many of the letters, in addition to 
making requests for information, indi- 
cate dissatisfaction with the medical 
care the writers are receiving. Many 
indicate their hope that the new 
“science of geriatrics” will provide so- 
lutions to their problems. 

Most of the letters requesting infor- 
mation about the work of the Ameri- 
can Geriatrics Society came from phy- 
sicians and nurses. 


DATE OF RESPONSE 


Table III summarizes the informa- 
tion on the date of response. It is based 
on the date appearing on the enclosure 
rather than on the postmark, unless the 
former is lacking. 


GEOGRAPHIC 


3REAKDOWN OF INQUIRIES 
Checking against data provided by 
the magazine, it appears that the geo- 
graphic distribution of letters received 
corresponded roughly with the circu- 
lation statistics of the Reader’s Digest 
in the various states of the Union. It is 
interesting to note that 28 of the let- 
ters came from foreign countries, em- 
phasizing worldwide concern with the 
problems of the aging. 


TABLE 


1074 INQUIRIES RELATING TO A POPULAR MAGAZINE 


GEOGRAPHIC BREAKDOWN Ot} 
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TABLE Ill 
D\TE OF RESPONSE BY LETTER OR POST CARD OI 
Q25 PERSONS WHO READ A POPULAR MAGAZINE 
ARTICLE ON GERIATRICS 





1949 February 143 1950 January . 19 
March .258 February . 10 
April Pet 6 March ..... 8 
May ete, April 2 
June 38 May 3 
July 36 June 7 
August : 23 July 6 
September 22 August 3 
October 6 September 4 
November 17 October 2 
December 9 November I 

December 0 
Date Unknown 123 





CONCLUSION 

The large unsolicited response to a 
health article in a national magazine, 
as reported in this study, calls atten- 
tion to the vast readership which simi- 
lar articles probably enjoy. It empha- 
sizes the influence of our national pub- 
lications on American health attitudes 
and behavior. 

Great responsibility rests upon the 
shoulders of our magazine editors. 
Sound information can contribute 
much to the improvement of the na- 
tion’s health. It is clear from the pres- 
ent investigation that our popular mag- 
azines represent an important medium 
for communicating with older people 
and influencing their health behavior. 


IV 


ARTICLE ON 


GERIATRICS 





Alabama 6 Louisiana 2 
Arizona 9 Maine I 
Arkansas 8 Maryland 17 
California 147 Massachusetts 40 
Colorado 8 Michigan 29 
Connecticut 14 Minnesota 33 
Delaware 4 Mississippi 4 
Washington, D.C. 22 Missouri 27 
Florida 41 Montana 2 
Georgia 8 Nebraska 19 
Idaho I New Hampshire 2 
Illinois 98 New Jersey 39 
Indiana 32 New Mexico 2 
Iowa 2 New York 132 
Kansas 9 North Carolina 12 
Kentucky 8 North Dakota 5 


Ohio 54 Hawaii 2 
Oklahoma § Guam I 
Oregon 8 

Pennsylvania 41 Foreign Countries 
Rhode Island 15 Canada 17 
South Carolina 5 Cuba I 
South Dakota 6 France 

Tennessee II Germany I 
Texas 29 ~—s India 1 
Vermont 2. Treland 1 
Virginia 16 Mexico 1 
Washington 11 New Brunswick I 
West Virginia 9 New Zealand I 
Wisconsin 20 ~=Peru I 
Wyoming 4 Philippines I 
Alaska 2 Venezuela I 








Advances in Internal Medicine 
Volume 5, edited by William Dock, M.D., 


and I, Snapper, M.D., 1952. Chicago, IIl.: 

The Year Book Publishers, Inc. 463 pages. 

$10.50. 
This is the fifth of a series of annual volumes 
consisting of comprehensive reviews of sev- 
eral of what the editors consider significant 
recent advances in internal medicine. The 
present volume contains nine papers: (1) 
Diseases of the pregnant woman affecting 
the offspring; (2) Catheterization of the 
heart; (3) Portal hypertension and its treat- 
ment; (4) The anemia of infection; (5) 
Gout; (6) Clinical aspects of ganglionic and 
adrenergic blocking agents; (7) Aspects of 
the influenza problem; (8) Experiences with 
adrenocorticotropic hormone (ACTH) and 
cortisone; and (9) Abnormal proteins in 
myeloma. Five of the nine contributors are 
from New York State; two from abroad. 

The selection of subject matter appears 
somewhat more academic than pragmatic. 
These are all significantly advancing areas of 
research, but at present several of the fields 
covered represent clinical problems which 
are relatively rare. It is curious how the 
teachers of medicine frequently become so 
engrossed in the unusual that the far more 
obvious, urgent and generally significant 
problems are nearly ignored. 
Particularly noteworthy, however, are the 
papers on anemia in infection, gout, and cer- 
tain problems in obstetric medicine. What is 
in this book is sound, clearly and concisely 
presented, and well printed. It suffers from 
omission rather than commission. Its value 
to the busy clinician is limited, for the mate- 
rial will be pertinent to only two or three 
per cent of the problems daily confronting 
him. 

Epwarp J. Streciitz, M.D. 
Washington, D. ( 


Conference Proceedings Preventive 
Aspects of Chronic Disease 


Sponsored by The Commission on Chronic 
IIIness, Co-Sponsors U. S. Public Health 
Service, 1952. Raleigh, N. C.: Health Pub- 
lications Institute, Inc. 295 pages. $2.50, 
paper ; $3.50, boards. 
This carefully compiled report of the pro- 
ceedings, conclusions and recommendations 
of the Conference on Preventive Aspects of 
Chronic Illness, held March 12-14, 1951, 


Book Reviews 


worthy of careful study. It represents an ex- 
ceptionally thorough, carefully planned ex- 
ploration of many of the facets of chronic 
illness. 

The conference was divided into five sec- 
tions, each with two to four committees. The 
committees, consisting of exceptionally quali- 
fied people, worked hard and conscientiously ; 
their conclusions are valuable to everyone, 
for chronic illness is, as a whole, the most 
urgent and significant health problem today. 
The five sections were: (1) Evaluation (pri- 
mary prevention and screening techniques ) 
of scientific data; (2) Prevention in medical 
practice; (3) Professional information and 
training (which included committees on edu- 
cation of physicians, dentists, nurses, social 
workers, and health educators; (4) Com- 


munity organization and services; and (5) 
Public education. 


Sections one through three are of particu- 
lar interest to practicing physicians. Though 
the problems of aging and those of chronic 
illness are not identical, they overlap greatly 
for it is in the later years of life that chronic 
disorders lead to progressive disablement. 
Geriatric medicine is constantly confronted 
with the problems of progressive chronic de- 
generative disease. It is through prevention, 
early detection, prompt care, and anticipation 
that geriatric medicine can and will continue 
to be able to accomplish the most. 


Epwarp J. Streciitz, M.D. 
Washington, D. C. 


You and Your Aging Parents 


Edith M. Stern with Mabel Ross, M.D., 
1952. New York: A. A. Wyn, 189 pages, 
$2.75. 


Miss Stern makes her second bow to the gen- 
eral public with this popular presentation. 
The reader will be delighted by Miss Stern’s 
frank and often humorous discussion of both 
sides of the family, old and young, reiter- 
ating the old truth that neither side is all 
black or white. 

The chapters, which are arranged logically 
and pointedly, contain case histories which 
teach a lesson about “what-to-do” rather than 
“Wwhat-not-to-do.” It appears likely that Miss 
Stern’s second book will go the same way as 
its predecessor, The Handicapped Child, 
namely, being welcomed and being successful. 

Hans A. ILttinc, MSW 
Los Angeles County, 
Department of Charities 
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Digests from Current Literature 


The Electroencephalogram in Aged Pa- 
tients. 


W. McApam, M.D. and W. T. 

M.D., J. Ment. Sci. 98: 711-715, 1952. 
When psychiatric assessment is unqualified, 
recognizable electroencephalographic patterns 
correlate with consistent behavior patterns 
in aged mental patients. An abnormal EEG is 
associated with intellectual deterioration and 
a normal EEG with no deterioration. Intel- 
lectual deterioration is determined by psy- 
chiatric interview. 

Of 50 patients with normal records, 47 in- 
dicated no deterioration. Fifteen patients, 
however, had records of definitely abnormal 
slow activity, 14 of whom gave evidence of 
intellectual dete rioration. 

In the EEGs of the 47 non-deteriorated pa- 
tients, no correlation could be made between 
psychiatric diagnosis, sex, age, duration of 
stay in hospital or prevailing mood, and alpha 
frequency, distribution, index, or microvolt- 
age. 

The EEGs were then arranged from the 
highest to lowest alpha index. Sixteen pa- 
tients had an alpha index below 50, and the 
psychiatric assessment of each termed the 
patient a restless or active individual. Twen- 
ty-five of 31 with an alpha index over 50 
were termed inactive, quiet, passive indi- 
viduals. 

Six restless and over-active patients had 
high alpha indices. However, four were Cases 
of recurrent mania or hypomé inia, and the 
two others were cases of recurrent depres- 
sion in remission at the time of examination. 


McCLatTcH- 


Studies on Cancer Prevention in Urology. 


RoGER BAKER, M.D., Ann. Surg., 137: 29-34, 

1953. 

The mounting rate of urologic cancer could 
be lowered by more general use of several 
practical measures. The high incidence of 
obscure prostatic cancer is not shown by or- 
dinary postmortem technic but is evident on 
more thorough histologic investigation. 

Testosterone should be withheld from men 
over 50 years old. About one in four has a 
prostatic carcinoma which, though generally 
small and unsuspected, may be activated by 
androgen therapy. 

The danger may be widespread, since male 
hormone is given to increase formation of 
body protein under a number of circum- 
stances: before or after surgery of elderly 
patients, in rheumatoid arthritis, osteoporosis, 
malnutrition and debility, hypogonadism, 
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Simmond’s disease, 
chronic hepatitis. 

In treatment of metastatic prostatic tumor, 
0.25 to 0.5 mg. of diethylstilbesterol per day 
induces healing. The effective dose can be 
neutralized by 10 mg. of testosterone pro- 
pionate daily. Even smaller amounts may up- 
set the natural estrogen-androgen balance 
that holds occult neoplasm in check. 

Precautions should be taken against tumor 
in other sites. Because of malignant poten- 
tialities, all simple renal cysts should be ex- 
plored surgically, and papillomas of the 
bladder should be excised or fulgurated. To 
escape penile carcinoma in adult life, baby 
boys should be circumcised. 

Cystitis cystica and leukoplakia are pre- 
cancerous and require vigorous therapy. 
Bladder lesions of aniline dye workers can 
be avoided; B-naphthylamine is the principal 
carcinogenic agent. In nephrectomy for tumor 
of the renal pelvis, the ureter and a cuff of 
bladder should be removed. 


Cushing’s syndrome, and 


Some Aspects of Senile Gangrene. 


Epwin P. LEHMAN, M.D. and Cin W. Fic- 
vEIRA, M.D., Surgery, 33: 28-40, 1953. 
Despite the increasing safety of tissue con- 
servation, other factors militate against the 
complete rehabilitation of the aged patient 
with arteriosclerosis when gangrene appears 

in an extremity. 

Spontaneous sloughing is the method of 
choice for minor gangrene and a level at or 
above the knee is preferable for major am- 
putation in elderly arteriosclerotic patients. 
Of 75 amputations performed at the Univer- 
sity of Virginia Hospital, 74 were above the 
knee, with a mortality rate of 9.5 per cent in 
good-risk patients and 28.6 per cent in bad- 
risk cases. 

Because arteriosclerosis is a progressive 
disease without remissions, the desirability of 
fitting such patients with a prosthesis is ques- 
tioned. Use of a prosthesis places a heavy 
burden on the other extremity, and, in the 
case of the arteriosclerotic, may hasten the 
onset of gangrene in the previously- unaffect- 
ed leg by encouraging activity. 

The older individual lacks muscle coordi- 
nation and fears falling, hence a degree of 
self-sufficient mobility on crutches or in a 
wheelchair may be preferable to the risk of 
losing both legs. 

The pattern of arterial occlusion in arterio- 
sclerosis occurs most commonly at the bi- 
furcation of the popliteal artery, hence most 
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amputations should be performed above the 
knee. The deep femoral artery is infrequently 
occluded, so tissues above the knee will usu- 
ally be adequately supported. 

Much has been accomplished, of course, by 
hygienic treatment and sympathectomy. The 
knee joint is often spared and other tissue 
conserved when gangrene attacks younger 
and non-arteriosclerotic patients. Mortality 
has been decreased by improved anesthetic 
methods and control of infection by anti- 
biotics. Increased blood supply through col- 
lateral channels is stimulated by sympathec- 
tomy, making possible a much lower level of 
amputation in many patients. 

A better understanding of the establish- 
ment of gangrene in an extremity has also 
provided the basis for prophylactic treatment. 
Underlying such prophylaxis is the realiza- 
tion that tissue death occurs when a critical 
negative disproportion exists between avail- 
able oxygen and the needs of the tissue. This 
lack of oxygen is brought about not only by 
the mechanical factor of the arterial supply 
but by variations in cardiac output, the pres- 
ence or absence of anemia, the effect of grav- 
ity, and the effects of vasospasm produced by 
arterial disease itself or by environmental 
factors such as chilling. 

Tissue needs for oxygen are increased 
above the basic resting requirements by activ- 
ity, local warming of the part, and an increase 
in metabolism demanded by the start of the 
inflammatory process as a result of necrosis, 
infection or trauma. 


Lumbar Sympathectomy for Peripheral 
Arteriosclerosis. 


Louis T. Patumso, M.D., Lioyp F. QuirRINn, 
M.D. and Russet, W. Conkxuiin, M.D., 
Ann. Surg., 137: 61-66, 1953. 


Lumbar sympathectomy appears to be an 
effective procedure in the treatment of se- 
lected cases of peripheral arteriosclerosis in- 
volving the lower extremities. Improvement 
was reported in 88 pe r cent of 49 male pa- 
tients upon whom 72 sympathectomies were 
performed during a five year period. Thirty, 
or 61 per cent, had good to excellent results, 
and the group included 20 diabetics. 

The operation is successful in patients who 
have a vasospastic element to their peripheral 
vascular vessels and vascular beds. The value 
of the procedure is based upon the release of 
the associated vasospasm, which allows the 
unaffected collateral channels to develop to 
their fullest extent. 

Considerable improvement in peripheral 
circulation results, bringing about diminution 
or elimination of pain, increased warmth and 
dryness to the affected extremity, more rapid 
healing of ulcers, subsidence of cellulitis and 
edema, and, when amputation becomes neces- 
sary, a more rapid healing of the stump. 

Major amputations, when necessary, can 
usually be accomplished at a lower level of 
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safety, and in some patients the procedure 
may obviate or delay for the time being an 
amputation. In 50 per cent of the patients 
requiring a major amputation, surgery was 
accomplished below the knee with a satis- 
factory healing of the stump. In addition, the 
patient frequently is rehabilitated more rap- 
idly, and the period of hospitalization is 
reduced. 

Favorable results are apparent shortly after 
surgery, and, in many, the improvement in 
circulation may continue for many months 
thereafter. Delayed beneficial effects result 
from the time required for the collateral 
channels to develop to the fullest extent. 

The performance of procaine lumbar sym- 
pathetic blocks preoperatively most always 
will be a good index as to the favorable out- 
come of a sympathectomy. Elevation of the 
temperature of the extremity, readily detect- 
ed by the examining hand, as well as a de- 
crease or elimination of pain, dryness of the 
skin, and increased walking distance without 
pain are all excellent criteria that consider- 
able vasospasm existed and that the collateral 
vascular bed has elastic potentialities. 

The procedure is carried out under spinal 
anesthesia, using a transverse abdominal in- 
cision at the level of the umbilicus. The ap- 
proach is extraperitoneal through a muscle- 
splitting incision. The sympathetic ganglion- 
ated chain is removed from below the first 
lumbar ganglion to below the fourth. Because 
of a variety of patterns, however, the surgeon 
must be certain to remove all sympathetic 
fibers to obtain optimum results. 

Complications are few, and age is no con- 
traindication. Over 40 per cent of the pa- 
tients successfully treated were more than 
61 years old. 


Gallstone Obstruction of the Small In- 
testine. 


Eric F. Routtty, M.D. and CHarLes W. 
Mayo, M.D., Postgrad. Med., 503-508, 
1952. 


Obstruction of the small bowel by an impact- 
ed gallstone is a serious complication of chol- 
ecystic disease but can be relieved by simple 
removal of the stone through an enterotomy 
directly over the site of impaction. 

Though previous operative mortality has 
been almost 50 per cent, a recent report from 
the Mayo Clinic indicates that patients well 
prepared for exploration and not unduly de- 
layed preoperatively make remarkably good 
recoveries. No deaths occurred in nine cases 
surgically treated from 1935 through 1951. 

Most cases occur in the seventh decade, 
and elderly women are most frequently af- 
flicted, outnumbering males by six to one. 
The condition is comparatively uncommon, 
causing only 1 to 3 per cent of all cases of 
intestinal obstruction. 

The gallstone most commonly — enters 
through a cholecystoduodenal fistula, though 
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in only about 2 per cent of such fistulae does 
the gallstone cause intestinal obstruction. 
Smaller stones are readily passed, as the gall- 
stone must be at least 2 cm. in diameter to 
obstruct the lumen of the intestine. The point 
of obstruction is usually in the terminal two 
to four feet of the ileum. 

Diagnosis is rarely made preoperatively, 
but the perme 4 has the best chance. In- 
dications are: (1) an opaque shadow where 
the gallstone is impacted; (2) evidence of a 
cholecysto-enteric fistula by the presence of 
gas or air in the biliary tree; (3) shadows 
in the biliary tree, if barium has been given 
orally ; and (4) a history of a poorly-func- 
tioning or nonfunctioning gallbladder. 

The patient is usually stricken suddenly 
with severe, cramping, periumbilical and 
lower abdominal pain. Nausea and vomiting, 
central abdominal distention, obstipation, and 
fluid and electrolyte imbalance follow. 

When adequate intubation and supportive 
measures fail, the patient should be prepared 
as promptly as possible for surgical inter- 
vention. On exploration of the abdomen, the 
surgeon does not usually palpate stones in 
the gallbladder but may find a large inflam- 
matory mass surrounding the site of perfo- 
ration. The distended small intestine is then 
followed down to the site of impaction. 

If possible, the stone should be gently dis- 
lodged and milked up into the distended 
proximal part of the ileum for a distance of 
two or three feet, where enterotomy is safer. 
If the stone cannot be dislodged, an incision 
should be made in the ileum longitudinally 
directly over the site. 

After delivery of the stone, the viability of 
that portion of the intestine is determined. 
When in doubt, the part should be removed; 
otherwise, the longitudinal incision may be 
closed transversely in order to prevent nar- 
rowing of the lumen, or longitudinally, main- 
taining adequate lumen. 

The remainder of the intestine should be 
checked for other gallstones and a double- 
lumen tube threaded close to the site of the 
obstruction and left in place a few days post- 
operatively. The gallbladder and fistula are 
best left undisturbed at this operation. 


Establishing Housing Standards for the 
Aged 


Nu 


Jack Masur, M.D 
1192-1195, 1952. 
Establishment of housing standards for the 
aged is essential to the health and well-being 
of the nation’s increasing group of old peo- 
ple. Federal law now requires that old people 
living in institutions, nursing or convalescent 
homes “be assured a reasonable standard of 


Pub. Health Rep., 67 


care and be protected against fire hazards, 
insanitary conditions and overcrowding.” But 
good nursing is also needed for the many 
elder 


citizens living in private homes. 
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While 


for the licensure of 


most states have limited standards 


homes for the aged, 
standards for other homes and hospitals are 
badly needed. Three major steps should be 
taken in the development of standards for 
hospital construction and housing for the 
— 

All persons directly engaged in care of 
Pi aged should select minimum housing re- 
quirements, using standards developed by 
groups such as the New York City Welfare 
Council and the National Committee on 
Aging as guides. 

2. When a set of standards has been drawn 
up, all groups concerned with problems of 
aging should be called together. By gaining 
wide support, acceptance and workability of 
the standards will be assured. 

3. The standards should be given legal 
status. 

Better housing for the aged can be achieved 
only as the national standard improves. Costs 
must be reduced, and the financial and thera- 
peutic relationship of housing to medical care 
must be recognized. Patients are more com- 
fortable and get well more quickly at home, 
and at one-fifth to one-third the cost of hos- 
pitalization. For older patients, good housing 
is essential because medical care facilities 
are overcrowded. Home care is limited, of 
course, by substandard housing. Twelve mil- 
lion American dwellings have no bathtub nor 


shower and nearly 8 million no running 
water. 
New construction is not the only answer 


however. Opportunities for improving exist- 
ing substandard housing by application of 
health regulations should be utilized, rapid 
deterioration of dwellings and environment 
prevented, and public interest and support 
gained. 


Simplified Technique for Treatment of 
Esophageal Hiatus Hernia. 


WiiitaAM C. Garpner, M.D., 
zeELL, M.D. and Wittiam M. Tutt Le, 
M.D., Arch. Surg. 65 :564-569, 1952. 


Relief from the symptoms of esophageal 
hiatus hernia is obtained by a simple opera- 
tive procedure which attaches the stomach 
above the diaphragm to the margin of the 
diaphragmatic defect. 

Complete relief of symptoms was obtained 
in six of eight patients over 60 years of age 
whose herniated esophageal defects were 
repaired by this technic. The seventh patient 
obtained relief after subsequent resection of 
an esophageal ulcer, and the eighth is some- 
what improved but difficult to evaluate be- 
cause of neurotic tendencies. 

Instead of closing the diaphragm snugly 
about the esophagus and anchoring the 
stomach in the abdominal cavity, the esopha- 
geal hiatus is enlarged anterolaterally in the 
direction of the muscular fibers of the dia- 
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phragm for a distance of from 5 to 7 cm. 
The stomach bulges upward into the incision 
and is sutured to the margin of the dia- 
phragmatic defect by interrupted nonabsorb- 
able surgical sutures. 

The establishment of such a_ so-called 
thoracic stomach is entirely compatible with 
the future well-being of the patient, and 
pain has been relieved in almost every case. 
Traction due to esophageal shortening is al- 
leviated, the hourglass constriction between 
the stomach and the herniated portion is 
relieved, and the stasis formerly present is 
abolished. The functional result is excellent, 
and the hazard of recurrence is eliminated. 

The development of the technic is im- 
portant because hiatus hernia can be demon- 
strated in 70 per cent of patients over 60 
years of age. While most of these lesions are 
asymptomatic, and most of those with mild 
symptoms will respond to conservative ther- 
apy, a few have symptoms sufficiently grave 
to demand surgical intervention. 

Previous conventional procedures, includ- 
ing the securing of the stomach to the in- 
ferior surface of the diaphragm, have been 
unsatisfactory because of the high rate of 
recurrence. Since hiatal herniation is fre- 
quently due to several functional causes, in- 
cluding a short esophagus, attachment of the 
stomach above the diaphragm provides relief 
and averts a recurrence of the hernia. 

Symptoms of the condition are probably 
due to the fact that the hiatal ring narrows 
the stomach at one point, leaving a pouch 
above the diaphragm which can collect food 
and gastric juices. As a result, gastritis oc- 
curs, probably accounting for most of the 
symptoms. By attaching the stomach above 
the diaphragm, the bottleneck obstruction 
is relieved and trapped gastric secretions in 
the thoracic 1, hence providing 
symptomatic 


loop released 
relief. 


Nondementing Psychoses in Older Per- 
sons. 


Joun J. Mappen, M.D., Josepu A. LUHAN, 
M.D., Leo A. Kaptan, M.D. and Harorp 
M. Manrrent, M.D., J.4.M.A., 150: 1567- 
1570, 1952. 


The entire gamut of psychiatric disturbances 
may be encountered for the first time in older 
individuals without having an organic basis. 
The preponderance of such disturbances and 
success of short-term electroshock therapy 
was demonstrated in 300 patients over the 
age of 45 with no antecedent history of dis 
abling mental illness. The conclusion was 
drawn that organic factors play an impon- 
derable but not a discouragingly-significant 
role in psychoses in older perscns. 

A diagnostic deadiiecadion of behavior 
disturbances indicates that organic dementia 
of an irreparable nature is seen less fre- 
quently in private psychiatric practice than 
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is generally supposed. Of the 300 cases, 53.3 
per cent represented involutional psychotic 
reactions, psychotic depression accounted for 
17.3 per cent, and severe neurotic reaction 
for 10.3 per cent, whereas psychosis with 
cerebral arteriosclerosis was responsible for 
only 5.3 per cent. Paranoid, schizophrenic, 
manic- .-depressive, and toxic psychoses com- 
prised the balance. 

While the behavior of many patients sug- 
gested organic disease of various types, in- 
cluding chronic brain syndromes, none really 
had an irreversible organic condition as the 
essential cause of the behavior disturbance. 
Hospitalized an average of less than four 
weeks and given electroshock therapy, a high 
percentage of patients made excellent recov- 
eries, and sustained remissions occurred in 
about two-thirds of the cases 

Inflexible nomenclature and tradition are 
blamed for obscuring in older persons the 
disturbances easily identified in youth. Pre- 
viously, schizophrenia, cyclothymic disturb- 
ances, and psychoneuroses were considered 
as psychoses of earlier life. Disturbances after 
45 were lumped under the categories of in- 
volutional melancholia, psychoses with cere- 
bral arteriosclerosis, senility, and syphilis. 
An unusual number of the 300 patients, how- 


ever, first became mentally ill after the age 
of 45 with behavior disturbances indistin- 
guishable from the early-life syndromes of 


psychoneurosis, paranoid states, cyclothymic 
disorders, and schizophrenia. 

Newer classifications are suggested to rec- 
ognize the disorders of a functional mien, 
irrespective of age, and to minimize the role 
of deteriorating organic changes. Arterio- 
sclerotic and senile psychoses are designated 
separately as chronic brain syndromes. Many 
nondementing psychoses featuring depression 
have been reclassified from presenile to 
psychotic etiology. 

A mental disorder typical of involutional 
psychosis occurring for the first time after 70 
years of age, for example, should not be ex- 
cluded from this classification simply because 
of age. Similarly, psychotic depressions in a 
senile setting are not necessarily senile depres- 
sions but may have neurotic or paranoid com- 
ponents. 

Rather than predicting unfavorable prog- 
nosis and foregoing active therapy, such con- 
ditions in the elderly should be treated as in 
youth. Only by proper classification and 
optimistic treatment can out-patient help be 
given to a great many older persons with 
nondementing psychoses. 


Ovarian Carcinoma. 

EQuiInN W. MUNNELL, 
1128-1133, 1952. 

Age is one of the predisposing factors to 

ovarian carcinoma, the more malignant le- 

sions occurring with greater frequency after 


M.D., 
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In Bronchial Asthma 


—an Effective Treatment 


Administered as Easily as Insulin: 
Subcutaneously or intramus- 
cularly with a minimum of 
discomfort. 


Fewer Injections: 
One to two doses per week in 
many Cases. 


Rapid Response, Prolonged Effect: 
Combines the two-fold advan- 
tage of sustained action over 
prolonged periods of time with 
the quick response of lyophil- 
ized ACTHAR. 


Much Lower Cost: 
Recent significant reduction in 
price, and reduced frequency of 
injections, have increased the 
economy of ACTH treatment. 











ACTH continues to be foremost in the 
treatment and management of intract- 
able bronchial asthma. ACTH has 
been dramatic in relieving acute 
paroxysmsof bronchial asthma; periods 
of complete freedom lasting for several 
weeks or months have been induced 
by a single course of ACTH therapy." 


In 5 patients with chronic intractable 
asthma treated with ACTH or corti- 
sone, incapacitating attacks were 
avoided and an asymptomatic state 
was restored. ACTH seemed to bring 
about more uniform results than corti- 
sone.® “A long-acting preparation of 
ACTH in gelatin gave the best results 
and required the smallest dosage.’’ 


HP*ACTHAR Gel, the new repository 
ACTH, provides complete convenience 
and ease of administration in short- 
term treatment of bronchial asthma. 


(1) Bordley, J. E., et al.: Bull. Johns Hopkins 
Hosp. 85: 396, 1949; (2) Rose, B., et al.: Canad. 
M. A. J. 62: 6, 1950; (3) Randolph, T. G., and 
Rollins, J. P.: In Proceedings of First Clinical 
ACTH Conference, edited by J. R. Mote. Phila- 
delphia, The Blakiston Co., 1950, p. 479; (4) 
McCombs, R. P., et al.: Bull. New England M. 
Center 12: 187, 1950; (5) Baldwin, H. S., and 
DeGara, P. F.: J. Allergy 23: 15, 1952; (6) 
McCombs, R. P.: New England J. Med. 247: 1, 
1952. 


*Highly Purified. ACTHAR® is the Armour Lab- 
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ACTH (Corticotropin) 
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the menopause. Accurate diagnosis in any 
age group is still best determined by surgery. 

An analysis of 200 cases indicates that an 
ovarian neoplasm can be proved benign or 
malignant only by operation. Ovarian ma- 
lignancy was correctly determined preoper- 
atively in only 46.6 per cent of 165 available 
diagnoses. 

Functional ovarian cyst, 
be excluded from such diagnostic 
Cysts can be differentiated by re-examining 
the patient in four or five weeks. By that 
time, the functional cyst will have become 
smaller or disappeared entirely, whereas the 
neoplastic cyst will have remained the same 
size or perhaps grown a little larger. 

Hes ovarian neoplasms are often er- 
roneously diagnosed as fibroids, exploratory 
laparotomy should be performed if doubt 
exists as to the exact nature of any pelvic 
mass. 

Symptoms of ovarian cancer are so numer- 
ous and varied that careful pelvic examina- 
tion is indicated for all patients with gastro- 
intestinal, urinary, or genital conditions. The 
most frequent symptom is abdominal pain or 
discomfort, though excessive vaginal bleed- 
ing was Trepor ted in 24 per cent of the cases 
While often caused by associated fibroids or 
hyperplasia, such bleeding may come from 
the ovarian tumor itself. 

During surgery, the first problem is to 
decide whether the tumor is benign or ma- 
lignant. If local or widespread metastases 
are present, the decision is easy. If the tumor 
is localized to one or both ovaries, diagnosis 
is more difficult, but the presence of papillary 
growths on or within the tumor is highly 
suggestive that the growth is cancerous. 
Jenign tumors are treated either by resection 
of the cyst or by unilateral oophorectomy. 

Malignant ovarian tumors should be treat- 
ed by bilateral salpingo-oophorectomy and 
total hysterectomy. The uterus should be re- 
moved because the tumor may have spread 
to the endometrium through the tubes; both 
ovaries, because microscopic foci of cancer 
may exist in the apparently uninvolved ovary. 
If the cancer has spread beyond the internal 
genitalia, as much of the metastatic car- 
cinoma as possible should be removed, in- 
cluding the omentum. 

Deep roentgen ray therapy should be used 
postoperatively for most patients. Cure is 
unlikely, but such therapy often prolongs 
survival time and occasionally renders an 
inoperable case operable. 

Besides age, cystic glandular hyperplasia 
of the endometrium is the only other patho- 
logic condition apparently predisposing to 
ovarian cancer. Previous radiation castration 
for benign disease cannot be considered a 
causative factor, and relative fertility has 


however, should 
surgery. 


no cause and effect relationship, though fer- 
tility of patients with ovarian carcinoma is 
lower than that of the general female popu- 
lation, 
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The Growing Problem of Chronic Disease 
Among the Aged. 


Joun H. Mutter, J.A.M.A., 150: 203-207, 

1952. 

Incidence of chronic disease is growing with 
the increasing percentage of old people in 
the population, but the problem is not over- 
whelming. Statistics indicate that older per- 
sons do not have many more sicknesses than 
younger adults, but that the average duration 
of disability is much longer. As a result, the 
amount of hospitalization per capita for per- 
sons over 65 is roughly four times that re- 
quired by the 35 to 44 age group. 

Nevertheless, other factors will offset the 
prospect of a nation of dependent chronically- 
ill old people, since the growth in require- 
ments for medical care of chronic disease 
among the aging will be gradual and can be 
met in an orderly way. The increase in per- 
sons under 20 since 1948 may offset the trend 
toward an older population, cutting the per- 
centage of the over 65 age group in future 
years. Economically, retirement provisions 
are minimizing the problem of dependency, 
and increasing numbers of women in the 
nation’s labor force are reducing the ratio 
of non-producing to producing consumers. 

Though current statistics indicate a grow- 
ing need for chronic medical care, require- 
ments of physicians’ services do not increase 
with advancing age at the same rate as the 
time lost from illness. The elderly patient 
often requires only minimal medical care 
over a long period of chronic invalidity as 
compared with the intensive treatment need- 
ed by an acutely ill younger person. 

Currently, persons over 65 comprise 8.3 
per cent of the nation’s population and _ re- 
quire 26.5 per cent of all hospital facilities 
and 15 per cent of all physicians’ services. 
Though population predictions frequently 
fall short, maximum forecasts indicate the 
older age group will constitute 11.3 per cent 
of the population in 1970. If true, the over 
65 age group will require 34 per cent of the 
hospital facilities and 20 per cent of the 
physicians’ services 18 years hence. The fig- 
ures suggest the future need of substantially- 
increased hospital facilities for the aged and 
more physicians specializing in geriatrics. 
But the statistics do not indicate an insuper- 
able: problem, 

Moreover, chronic disease should not be 
looked upon as an irreducible problem to be 
met only by more medical care of the sick. 
Great strides in rehabilitative and physical 
medicine will enable more young and old 
citizens to enjoy normal and useful lives 
despite irremediable impairments and_ in- 
curable disease. 

Improved medical treatment of the ill, pre- 
ventive medical care of the well, and research 
in chronic diseases will meet the challenge of 
what seems to be an overwhelming growth 
in numbers of chronically-ill old persons. 
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have they in common ? 


OUR geriatric patients often respond well to 

diets based on the same principles as those of 
the youngest generation! That’s why Gerber’s can 
be such a great help to you: 


e@ High protein, vitamin, and mineral con- 
tent. Gerber’s Strained Foods consist primarily 
of meats, fruits, vegetables .. . with few starchy 
foods. Expert processing throughout all steps 
includes pressure-cooking to help retain valu- 
able natural food values. 


e Easy digestibility. Fruits and vegetables are 
prepared for low crude-fiber content; meats 
average only about 5.5% fat. All have Gerber’s 
purée-like texture that’s especially suitable for 
delicate digestive systems. And all are only 
lightly seasoned with salt or sugar. 


e@ Convenience. All ready to heat and serve... 
packed in sizes easy for individual use—Gerber’s 
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are also far less expensive than comparable 
foods specially cooked and prepared at home. 


e Acceptance by patients. Gerber’s special proc- 


essing helps retain the attractive true color 
and flavor of foods. In addition, patients have 
extra, appetizing variety with Gerber’s tempting 
“Special Diets Recipes.” 


FOR YOUR FREE COPIES OF ‘SPECIAL 
DIETS RECIPES’ — suitable for use in 
Soft, Mechanically Soft, Bland, and Li- 
quid Diets—write on your letterhead to 
| Gerber’s, Dept. JG3-3, Fremont, Mich. 
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in the office... 


sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains 


c/ 
Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1 1,000 U.S.P: units 


Thiamine Mononitrate | 10 


Riboflavin > 
Niacinamide Foie) 
Ascorbic Acid 150 


Bottles of 30, 100 and 1000 








GERIATRICS 
in the NEWS 


All announcements and news relating to 
geriatric medicine and research should be 
directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minne- 
apolis 2, Minnesota. 








Future Meetings 
Recent advances in the field of heart and 
circulatory diseases will be highlighted at 
the twenty-ninth annual meeting of the 
American Heart Association April 8 to 12 
at the Hotel Chelsea in Atlantic City. 
The American Goiter Association will 
meet at the Drake Hotel, Chicago, May 
7, 8 and 9. The program will consist of 
papers and discussions dealing with goiter 
and other diseases of the thyroid gland. 
The American College of Cardiology will 
hold its second annual meeting June 7 
through 9 at the Statler Hotel in Wash- 
ington, D. C. Sessions will be devoted to 
diagnosis of cardiac diseases. Further in- 
formation may be obtained from the sec- 
retary, Dr. Philip Reichert, 480 Park 
Avenue, New York City. 
° 
Schering Award 
The eighth annual competition for orig- 
inal contributions from medical students 
has been announced by the Schering 
Corporation. Three $500 prizes will be 
awarded for papers on three general 
topics: antihistaminic treatment of upper 
respiratory allergies and infections; hor- 
mone therapy of the degenerative dis- 
2ases; and new concepts in the treatment 
of peptic ulcer. Deadline for entry forms 
specifying title is July 1, and completed 
manuscripts must be in by October 1. 
Further information may be obtained 
from Schering Corporation, 2 Broad 
Street, Bloomfield, New Jersey. 


American Heart Association Grants 

The American Heart Association and its 
afhliates have jointly awarded a total of 
$285,400 to 51 scientific investigators in 
the field of prevention and control of 
heart diseases, as the first of this year’s 











allocations from contributions made dur- 
ing the 1952 Heart Fund campaign. 
Grants-in-aid awarded to institutions for 
research programs will be made later. 


Hobby Show for Older Persons 


The seventh annual hobby show for older 
persons sponsored by the Welfare and 
Health Council of New York City will 
be held at the American Museum of 
Natural History May 21 to 31. Participa- 
tion is open to any person 60 years of 
age or over living in the New York City 


area. 
e 


New Research Laboratory 

A $150,000 cardio-respiratory laboratory 
has been established in the Hospital of 
the Good Samaritan, Los Angeles, by the 
University of Southern California. It will 
be devoted to research into the causes and 
treatment of such chronic pulmonary dis- 
eases as bronchial and cardiac asthma, 
cancer and tuberculosis of the lungs, sili- 
cosis, and emphysema. 


Aging Resumes Publication 

After a lapse of 18 months, the Federal 
Security Agency Committee on Aging 
and Geriatrics has resumed publication 
of its bulletin entitled ‘Aging.’’ Sub- 
scriptions are available at 50c a year (six 
issues) from the Superintendent of Docu- 
ments, Government Printing Office, 
Washington 25, D. C. 


Hospital Protection for Aged Low 

A recent study conducted by the Social 
Security Administration indicates that 
only one-fourth of this country’s 65-and- 
over population is covered by hospitaliza- 
tion insurance. They report that propor- 
tionately more elderly women than men 
carry hospitalization insurance; coverage 
is more common among urban residents; 
only 26 per cent of civilian noninstitu- 
tional population aged 65 and over hold 
some kind of hospitalization insurance as 
compared with 60 per cent coverage 
among those under 65. 

e 


Old Age Study at Harvard 


Harvard University school of public 
health has received a grant of $112,688 
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sick people 


a> 


A 
i 


need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


Therapeutic Formula Vitamin Capsules Squibb 
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Each Capsul 


Vitamin A (synthetic %| 25,000 U.S.P. units 
Vitamin D \ 1,000 U.S. P. units 


Thiamine Mononitrate } 10 mg 
Riboflavin | 

Niacinamide 150 mg 
Ascorbic Acid mg 


5 mg 
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Holder. 
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This filter traps and absorbs 
nicotine and tars that would 
otherwise reach your nose, 
throat and lungs. 
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\ ak Write to Alfred 
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black as it absorbs 

tars and nicotine 
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from the W. K. Kellogg foundation for a 
study of the diseases and other problems 
of old age. 
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New Publications 

The American Federation of the Physi- 
cally Handicapped has recently issued in 
booklet form the proceedings of its sec- 
ond national conference on placement of 
the severely handicapped. Copies are avail- 
able from the AFPH national headquar- 
ters, 1370 National Press Building, Wash- 
ington 4, D.C. at $3.00 each. A series of 
panel discussions on such topics as arth- 
ritis, cardiovascular disability, cancer and 
so on as they relate to job placement are 
presented. 

The Minnesota Commission on Aging has 
published a booklet entitled, ‘‘Minnesota’s 
Aging Citizens,” covering results of a 
two year survey on employment, recrea- 
tion, living arrangements and economic 


welfare. The commission cites particular 


need for such information in Minnesota 
which ranks tenth among states in terms 
of proportion of citizens 65 and over, 
and outranks both California and Florida. 


The first volume of “Building America’s 
Health” presents findings and recommen- 
dations of the President’s Commission on 
the Health Needs of the Nation. A sec- 
tion devoted to health aspects of the aging 
is included. Copies are available from the 
U. S. Government Printing Office at 50 
cents each. 


New Films 

A new film entitled ‘Looking Ahead” 
(13 min.) has been produced by the 
Social Security Administration to clarify 
how our Social Security laws work. It is 
available for use on television and in 
theaters from the Federal Security 
Agency, Washington 25, D. C. 


“The Seventh Age” (17 min.) depicts 
the community-supported housing devel- 
opments and living conditions therein in 
Denmark, and presents information use- 
ful to those planning facilities for con- 
gregate living. Further information is 
available from the Danish Information 
Office, 588 Fifth Avenue, New York 36, 
New York. 


“Retire to Life,” produced by the Okla- 
homa State Health Department and the 
University of Oklahoma, deals with prob- 
lems of retirement, including activity, 
financial security, family living and 
medical care. It is available from the 
National Film Bureau, 6 N. Michigan 
Avenue, Chicago 2, Illinois. 











rational... effeci tive... proven, 


RATIONAL— employs in each 5 cc. of 
aromatic syrup vehicle: glyceryl guaiaco- 
late 100 mg. (unexcelled for increasing 
respiratory tract fluid), and desoxyephed- 
rine 1 mg. (relieves bronchiolar constric- 
tion and improves patient’s mood). 


in cough control... 


TNSST 


EFFECTIVE — stimulates maximum re- 
moval of sputum, with least frequent and 
least taxing cough. 

PROVEN— as reported in clinical test: 
[Robitussin] was significantly superior to 
the other preparations studied.’’* 


*Cass, L. J. and Frederik, W. S.: Amer. Pract. and Dig. of Treat., 2:844, 1951. (In 
this study Robitussin was compared with ammonium chloride and terpin hydrate.) 
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Robins in New Plant Since Jan. 1 


A. H. Robins Co., Inc., manufacturers of 
ethical pharmaceuticals, has announced 
the opening of its new main offices at 
1407 Cummings Drive, Richmond 20, 
Va., in the modern $1,500,600 plant which 
will be formally dedicated during the 
company’s 75th anniversary observances, 
April 20 to 25, this year. According to 
Dr. A. A. Bauer, president of the Ameri- 
can Medical Association, the emphasis of 
this week of observance will be on geri- 
atrics. The new headquarters, which will 
bring offices, research laboratories and 
manufacturing, packaging and_ shipping 
operations under one roof, covers approxi- 
mately two acres in a new industrial area 
north of downtown Richmond. The site 
includes 10 acres, with space for land- 
scaping, freight spur lines, motor truck 
approaches and a reserve area for future 
expansion. - 

Bifacton Tablets Supply Intrinsic 
Factor Concentrate with Vitamin B12 


Intrinsic Factor Concentrate is now avail- 
able for the first time in BIFACTON, a 
new preparation issued by Organon, Inc., 
of Orange, N. J. BIFACTON, which has 
been approved by the Anti-Anemia Board 
of the United States Pharmacopoeia, has 
officially received the generic name _ of 
“Vitamin Br2 with Intrinsic Factor Con- 
centrate.” 

Pernicious anemia patients and_ possibly 
others, especially in the older age group, 
lack intrinsic factor needed for the ali- 
mentary absorption of Vitamin Br2. BI- 
FACTON supplies not only intrinsic fac- 
tor in highly purified, concentrated form 
but also extrinsic factor in adequate 
amounts. With this protection provided 
the Vitamin Bi2 by the intrinsic factor 
concentrate, B12 therapy by mouth is now 
as reliable for all patients as parenterally 
administered Vitamin Br2. 

BIFACTON tablets are tiny, easy-to-take, 
because of the concentration of intrinsic 
factor contained. Two tablets constitute 
1:U.S.P. unit, sufficient to maintain a per- 
nicious anemia patient for an entire day. 
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BIFACTON is available in boxes of 30 
tablets, specially stripped in hermetically 
sealed aluminum foil. As with all Or- 
ganon products, BIFACTON is promoted 
enly ethically. Descriptive literature 1s 
available on request. 


e 
Riker Personnel Appointments 


Justin Dart, who recently assumed the 
presidency of Riker Laboratories, wholly 
owned subsidiary of the Rexall Drug 
Company, has announced the following 
new appointments in the Riker organiza- 
tion: 
George L. Maison, M.D., Vice President 
and General Manager. Dr. Maison was 
formerly professor and head of the De- 
partment of Pharmacology, Boston Uni- 
versity School of Medicine. 
A. H. Ridges, Vice President in charge of 
Sales. 
Norman W. Karr, M.D., Ph.D., Director 
of Clinical Research. Dr. Karr was for- 
merly Asst. Professor of Pharmacology at 
the University of Oregon Medical School 
and has more recently been a practicing 
physician. 

e 
New Invalid Lifter Available 


Everest and Jennings announces that they 
have taken over exclusive distribution of 
the new Hoyer Lifter. This portable in- 
valid hoist has been used successfully, in 
both hospitals and private homes, on 
handicaps of all kinds: quadriplegia, arth- 
ritis, multiple sclerosis, cerebral palsy, 
polio, and others. The device is rugged, 
simple in design, and foolproof in opera- 
tion. Its uses include lifting the patient 
from bed for linen change or to place him 
in a chair, take him to another part of the 
house, or to the bathroom and place him 
on the toilet, or to set him on the front 
seat of an automobile. 

The Lifter’s elevation range is from sev- 
eral inches above a hospital-type bed, all 
the way to the floor. Its adjustable-width 
base allows it to fit around any wheel 
chair. And where to keep the Lifter is no 
problem, for with the mast withdrawn 
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SUSTAI NED 
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_ SOLUTION 
INTRAMUSCULAR VERILOID 
Injected deep into the muscle, a 
single dose attains its maximum hy- 
potensive response in 60 to 90 min- 
utes. By repeated injection every 3 
to 6 hours, the blood pressure may 
be kept depressed for hours or days 
if necessary. Solution Intramuscular 
Veriloid provides 1.0 mg. of alka- 
vervir (mixed Veratrum viride alka- 
loids) per cc. of isotonic buffered 
aqueous solution. 


_ SOLUTION 
INTRAVENOUS VERILOID 


Given in proper dilution slowly by 
vein, Solution Intravenous Veriloid 
usually reduces both the systolic and 
diastolic blood pressures in a matter 
of minutes—entirely within the con- 
trol of the physician. This valuable 
emergency drug frequently proves 
to be a life-saving measure. Contains 
0.4 mg. of alkavervir (mixed Vera- 
trum viride alkaloids) in 0.25 per 
cent acetic acid solution. 


THE PARENTERAL SOLUTIONS OF 


i §6COUNCILON Wy 
PHARMACY 


AA CHEMISTRY 
“y wenitat 


Acting rapidly in a significantly high 
percentage of patients, the parenteral 
solutions of Veriloid afford a positive 
means of reducing critically elevated 
blood pressure. They have been found of 
great value for the relief of the distress- 
ing symptoms of prolonged, severe blood 
pressure elevation, and in hypertensive 
emergencies when the degree of hyper- 
tension assumes life-threatening propor- 
tions. These parenteral agents are indi- 
cated in hypertensive states accompany- 
ing cerebral vascular disease, malignant 
hypertension, hypertensive crisis (en- 
cephalopathy), toxemias of pregnancy, 


pre-eclampsia, and eclampsia. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BOULEVARD © LOS ANGELES 48, CALIFORNIA 


VERILOID, GENERICALLY DESIGNATED ALKAVERVIR, IS 


Coe Ohi 











case briefs from published reports 


“The blood pressure rem 
considerably reduced... ther 
has been much subjective im- 
provement, and the patient has. a ae | 
returned to full work.”” 
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Veriloid is available in 
three dosage forms: 
Veriloid (plain) in 1, 2, and 3 mg. 
scored tablets; starting, dosage 9 to 
15 mg. daily, to be adjusted accord- 
ing to response and tolerance. 


Veriloid with Phenobarbital (Veri- 
loid-VP), each scored tablet present- 
ing Veriloid 2 mg. and phenobarbital 
15 mg. 

Veriloid-VPM, each scored tablet 
containing Veriloid 2 mg., phenobar- 
bital 15 mg., and mannitol hexani- 
trate 10 mg. Initial recommended dos- 
age for VP and VPM, 1 to 1% tab- 
lets t.i.d. or q.i.d. 


RIKER LABORATORIES, 





WEEKS OF TREATMENT 


This male patient, 41 years of age, was given the same dose of 
Veriloid tablets (26 mg..daily) for a period.of five months. During 
that time, he was able to resume his normal sedentary occupation at 
full activity. Note the prompt and sustained reduction in diastolic 
pressure and the subsequent good reduction in systolic pressure. 


Not every patient shows this spectacular response to oral Veriloid. 
However, a sufficiently large number do, warranting the adminis- 
tration of this hypotensive agent to every patient with elevation of 
blood pressure sufficient to require treatment. 


*Kauntze, R., and Trounce, J.: Treatment of Arterial 
Hypertension with Veriloid, Lancet 2:1002 (Dec. 1) 1951. 


INC. © 8480 BEVERLY BOULEVARD, LOS ANGELES 48, CALIFORNIA 
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LIQUID and CAPSULES 


for the common hypochromic and 
hyperchromic anemias; nutritional and 
megaloblastic anemias of pregnancy, 
pellagra and sprue. 


Provides comprehensive therapy with 
Iron, Liver and Vitamins, including 
Vitamin By2. 


THE S. E. MASSENGILL COMPANY -e Bristol, Tennessee 
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from its sleeve, it can be rolled under a 
bed. The entire apparatus folds to a com- 
pact unit that can be placed in a car 
trunk. It can be accommodated to bath- 
tub use with an accessory consisting of a 
sleeve installed in the floor with brackets 
to permit attachment to the joists, and a 
rotating ball bearing socket. When not in 
use, the socket is removed from the sleeve, 
leaving the floor clear of obstruction. 

Information regarding the new Hoyer 
Lifter, with illustrations showing its oper- 
ation and uses, may be secured by writing 
Everest and Jennings, 761 North High- 
land Avenue, Los Angeles 38, California. 





Broad Spectrum B Complex 
Supplement 

Mead Johnson & Company, Evansville, 
Ind., has just introduced MEJALIN, a 
broad spectrum B complex supplement, 
which provides more complete effective- 
ness in combating vitamin B_ complex 
deficiencies. 

Mejalin contains all eleven identified B 
complex vitamins, plus liver and iron in 
balanced amounts. 

Available in pleasant-tasting liquid form 
in 12-0z. bottles and in capsule form in 
bottles of 100 and 500. 





A NURSING HOME 
WITH A NEW CONCEPT... 


A residence of elegance and crace under the direction 

of qualified professional personnel. It meets your most 

thorough requirements and satisfies your most fastidious 

patients. It provides personalized attention to the indi- 

vidual and his social needs promoting zest for health 

and life. Write Dept. G-2 for illustrated brochure. 
Occupational and Recreational Therapy. Musak. 
Relaxation in Spacious Gardens. Convenient for 

Visits to Your Patients. 


The PARK 
TOWN HOUSE 


NURSING HOME 


61 E. 91st St. 

New York 28, N. Y. 
TRafalgar 6-0415 
Leela L. Gaines, Directer 


(Member, Amer. Geriatrics Soc.) WE 


CORDIALLY INVITE YOUR 


Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 


INSPECTION 











COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


A Dependable for relicf of pain and cough, not adminis- 
tered for hypnosis. 





@ Dilaudid is sub‘ect to Federal narcotic regulations, Dilaudid, Trade Mark Bilhuber, 


_Bilhuber-Knoll Corp. Orange, N. J. 
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Each tablet contains: 
! Ferrous Gluconate............5.0 grains 
Vitamin Byo 
Activity ..................5.0 micrograms mm o e 
Folic Ati ncn.....ccccncs 0.67 milligram f : 
Thiami 4 h a’ sweEGd 
Thiamine ae 4 « eeEG 
Hydrochloride ........2.0 milligrams . 4% ‘ So @eaRE EN 
Riboflavin ..................2.0 milligrams Trademark Reg. U.S. Pat. Off. 
Pyridoxine 
Hydrochloride ........0.5 milligram 


Nicotinamide ......... 10.0 milligrams 
Ascorbic Acid .......... 25.0 milligrams 
Available in bottles of 60 and 500 
tablets. 


The Upjohn Company, Kalamazoo, Michigan 
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CHOLIMETH 


(Fortified) Trademark 


for maximum 
control 

of abnormal 
lipid 

metabolism 

in cirrhosis of the liver, 
fatty liver, 


atherosclerosis 


Each CHOLIMETH* (Fortified) 
tablet contains: 
Choline Bitartrate. .350 mg. 
dl-Methionine 
Tatessire)| 
Vitamin B,, 

Crystalline 


SUPPLIED: Bottles of 100. and 
fo 0100 fo] o) (16 


Samples and literature avail- 
able to physicians on request. 


THE CENTRAL PHARMACAL CO. 
Products Born of Continuous Research 
SEYMOUR, INDIANA 





Trademark of The Central Phormacal Co 
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Virus Research 

Detective work on virus diseases is one 
of the most important phases of research. 
On August 12, 1952, a new and extensive 
virus research and production building 
was opened at Lederle Laboratories Di- 
vision’s Pearl River, New York, plant. It 
is not only the largest virus laboratory in 
the world, but it is also among the safest 
and most modern. The new building will 
enable the Virus and Rickettsial Research 
Section, under Dr. Herald Cox, to in- 
crease its efforts 50 per cent over the next 
three years. 

Although the sulfas and antibiotics have 
conquered a majority of man’s bacterial 
infections, many viral infections remain 
unsolved. The common cold, biggest virus 
problem, is farthest from solution. Out- 
standing virus problems closer to solution, 
Dr. Cox says, are a vaccine against foot- 
and-mouth disease, a modified live virus 
vaccine against polio, and development of 
a virus which will safely shrink and help 
conquer human cancer. 

The virus is the medical frontier, and 
Lederle is staking it out. 







Of all milk replacements - only 
Mull-Soy ® points to a long and 
imposing array of clinical reports. 


The BORDEN Company @) 
Prescription Products Div. 
350 Madison Ave. New York 17 
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When Chronic Fatigue, Insomnia 





are due to Low Blood Sugar Level... 


Prescribing a simple change in diet may often 


restore energy and zest for living in many patients. 


THE pace of modern living . . . busi- 
ness pressures, strenuous social activ- 
ities, hurried meals, improper dict 

. all too frequently lead to exhaus- 
tion, loss of energy, inability to sleep. 
Now clinical studies show that these 
clinical manifestations are often asso- 
ciated with hyperinsulinism—causing 
a lowered blood sugar level.* 

Portis reported these fatigue states 
were aggravated when the patients 
consumed beverages aud foods that 
contained free sugar. He further 
stated that while these raise the 
blood sugar level momentarily, their 
“free” sugar is burned up too quick- 
ly, and a greater letdown follows. 
On the basis of this evidence a diet 
high in proteins and relatively high 
in carbohydrates in a complex form 
was given to his patients. He found 
such foods as milk are especially 
beneficial because they are digested 


more slowly, and because they main- 
tained the blood sugar level for a 
longer period. 


For these reasons milk with Postum is 
suggested as a between-meal feeding and 
bedtime drink. It can often be of practi- 
cal benefit to the patient. The milk pro- 
vides nourishment that is slowly, stead- 
ily converted to blood sugar. Postum 
offers a pleasant and palatable flavor. 
Postum offsets the distaste for hot milk. 


Moreover, Postum in the milk drink 
has a psychological advantage because 
many patients resent the taking of milk 
in itself as a regression to their child- 
hood patterns. Postum has been recom- 
mended by doctors for over 40 years. It 
is widely known to your patients as a 
caffein-free drink—a beverage that has 
helped countless caffein-susceptibles to 
break the coffee and tea habit. 

We will be glad to secure for you a 
reprint of Dr. Portis’ article. We will 
also send vou without charge a supply 
of Postum for your patients if you send 
in the coupon below. 


*Portis, Sidney A., Life Situations, Emotions and Hyperinsulinism, 
J.A.M.A. 142: 1281-1286 (April 22) 1950. 








| Postum, Dept. G-3, Battle Creek, Mich. | 
; Oo Please send me without charge or obligation | 
reprints of Blood Sugar Studies published 
| in the A.M.A. Journal. l 
| (J Please send me a Professional Pack of | 
| PostuM containing 12 sample-size packages. | 
| NAME. si a er | 
ADDRESS ne a ee ee ; 
POSTUM | CITY AND ZONE___ __STATE l 


A Product of General Foods 





Offer expires Dec, 31, 195!, Good on'y in Continental U.S. A. | 
_ 





Especially for Elderly Patients... in 
CHRONIC URINARY INFECTIONS 


Better Control with 
Less Control... 





A self-acidifying methenamine urinary 


¥% Non-T oxic 

*% No Drug Fastness 

% May Be Given Over 
Long Periods of Time 


antiseptic permitting high dosage with- 
out toxicity. Quickly soothes inflamed 
mucosa. Bacteriostatic against E. Coli, 
S. Albus, S. Aureus. Requires no pe- 
(Sample Prescription ) riodic blood tests, etc. May be pre- 
Ppsdawn scribed alone or with suitable anti- 


a wi res 


spasmodics and sedatives as individu- 







ally required—tr. belladonna, tr. hy- 
cscyamus, phenobarbital, etc. Especial- 
ly useful for older patients. 


at 


SEND FOR 
SAMPLES 





Cobbe Phar. Div.— BORCHERDT MALT EXTRACT CO. 
217 N. WOLCOTT AVE. :: CHICAGO 12, ILLINOIS 
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Your Patients Can Break Laxative Habit 


with @ymenol ani 4 Lynelose 


Gentle, non-irritating action of Zymenol 
accounts for its unusual effectiveness in 
diverticulosis. Lubricating quality of 
sodium carboxymethylcellulose in Zy- 
melose reduces possibility of impaction. 
For safe results, prescribe: 


Zymenol 


. the emulsion con- ... the handy tablets 
taining brewers yeast and tasty granules con- 
© Non-habit forming taining SCMC and de- 


© No leakage bittered brewer's dried 
© No irritants yeast fortified with Vi- 
© Sugar free tamin B-1 


© Bulk without bloating 


EFFECTIVE * Mild, gentle 


© Effective 








BOWEL ese @ BBE eB Bee ee ee ee ee mee see eeeee ee ee eee 
MANAGEMENT CLIP AND MAIL THIS COUPON 
OTIS E. GLIDDEN & co., INC, PLEASE 0 Zymenol EMULSION 
WAUKESHA 23, WISCONSIN SEND ( Zymelose TABLETS 
SAMPLES [] Zymelose GRANULES 
HOU, Guyana kates sssy shoves bvvekseuscseu uoxusestvvevsadevosi avendbskesdetmansstexeite ted weleptaen trettemter eee 
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Just 3 IRONATE capsules per day provide: 
Ferrous Sulfate, Dried 

Copper (as copper sulfate). . . . 3 mg. 
Vitamin B, (thiamine hydrochloride) 15 mg. 


® Vitamin B, (riboflavin) 6 mg. 
iG yy Vitamin Bg (pyridoxine hydrochloride) 3 mg. 
Vitamin B,2 (crystalline) ay 15 mcg. 
Vitamin C (ascorbic acid) 
IRON VITAMINS LIVER 5 = 
Folic Acid 


Calcium Pantothenate 
Niacinamide 


B,.-rich oral hematinic Liver, Desiccaled, MF... ... . 














PIPANOL 


Potent and prompt in its action, Pipanol hydrochloride has 
shown great usefulness against parkinsonism. Pipanol 
markedly diminishes muscular rigidity; decreases intensity of 
tremor and improves the gait. It also elevates the mood and 
increases alertness. 


Pipanol is well tolerated. If started in small doses which are 
gradually increased until optimal benefit is obtained, more than 
80 per cent of the patients notice no side effects. 


Supplied: Scored tablets of 2 mg. in bottles of e 
100 and 1000. Write for pamphlet giving admin- t LAMB. 
istration and dosage details. site GRRE We ceRGeeRone:. 





Pipanol, trademark reg. U.S. Pat. Off. 





in preventive geriatrics 


aye, “M EDIATRIC” CAPSULES 


steroid-nutritional compound 


Each ‘“Mediatric’’ Capsule contains: 


Conjugated estrogens equine (‘‘Premarin’;) 0.25 mg. 
Methyltestosterone 

Vitamin C (ascorbic acid) 

Thiamine HCI (B,) 

Vitamin B,, U.S.P. (crystalline) 

Folic acid 


Brewers’ yeast (specially processed) . . . 200.0 mg. 
d-Desoxyephedrine HC! 


Supplied: No. 252 is available in bottles of 30,100, and 1,000. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. - Montreal, Canada 











